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HISTORICAL ASPECTS 

HE medical literature of Newfoundland has 

pointed to a relationship between high in- 
cidence of disease in that country and the nature 
of the inhabitants’ diet. Writing in 1914, 
Little,’ from Sir Wilfred Grenfell’s hospital at 
St. Anthony in northern Newfoundland, made 
the comment that Dr. Grenfell repeatedly had 
encountered beriberi in his work on the Labrador 
eoast. Little? himself reported the diagnosis of 
beriberi in 220 of 5,000 cases seen in the out- 
patient department of the hospital at St. 
Anthony. In 1921, Appleton*® described deficiency 
diseases in Labrador and northern Newfound- 
land, and in 1930 Aykroyd,* then house surgeon 
in the General Hospital, St. John’s, reported not 
only on beriberi as it occurred in Newfoundland 
and Labrador, but on scurvy and other de- 
ficiency states. Seurvy in severe form was 
infrequently encountered; night blindness was 
common and other signs of deficiency of vitamin 


The actual survey was carried 


A were frequently encountered. Many of the 
fishermen in Newfoundland suffered with ‘‘salt 
water boils’’ on the wrists and forearms. This 
painful complication, supposedly related: to 
faulty diet, is mentioned by Kipling in his story 
of the Newfoundland Banks, Captains Courage- 


ous. The hero developed a crop of ‘‘gurry 
sores’? which made of him a ‘‘full-blooded 
banker’’. 


Aykroyd‘ also noted a very high prevalence 
of pulmonary tuberculosis and a_ universal 
prevalence of severe dental caries and ‘‘bad 
stomach’’. Likewise, in 1929, Mitchell,® and in 
1930 Vaughn and Mitchell,® studied diets in 
northern Newfoundland. Fresh vegetables were 
scarce. Few families had milk and where prac- 
tically no milk was consumed the calcium intake 
was very low, from 0.2 to 0.5 grams per day, 
and the ecaleium-phosphorus ratio ranged from 
1:2 to 1:5. The prevalence in the children of 
hopelessly decayed and broken down teeth was 
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related by Vaughn and Mitchell to this low 
ealeium-phosphorus ratio. They also reported 
a very high prevalence of rickets, beriberi and 
tuberculosis. In one village 7.1% of the people 
had rickets and 21% complained of symptoms 
suggesting beriberi, 

In 1941 the prevalence of night blindness in 
northern Newfoundland seemed to have dimin- 
ished. In that year Steven and Wald’ made 
measurements of dark adaptation in 353 persons 
in an orphanage, in mission schools, and the 
hospital and homes at St. Anthony. They em- 
ployed what is called a vitamin A _ labile 


or 
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Fig. 1—Map of Newfoundland. 


threshold as a criterion of deficiency in this vita- 


min. By this criterion definite improvement 
(about two-fold, or 0.3 log units) should oceur 
in the threshold for a given light intensity 
within two weeks after the subject had been re- 
ceiving 15,000 units of vitamin A daily. Vita- 
min A labile thresholds were found abnormal in 
9.7%, but clinical night blindness in only 3% 
of the subjects they examined. 

A study was conducted in the same year by 
McDevitt, Dove, Dove and Wright*® of the vita- 
min status of a hospital population on the west 
coast of Newfoundland. Clinical examination 


and chemical tests on 321 unselected hospital 
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and clinical patients of the Bonne Bay Cottage 
Hospital pointed to prevalence of multiple de- 
ficiencies. Blood levels of vitamin C were very 
low from January to July and a high prevalence 
was encountered of signs and symptoms usually 
related to vitamin B complex deficiencies. The 
authors attributed these abnormalities to the 
widespread use of refined white flour, the pref- 
erence for salt fish and salt meats, and the 
inadequacy of the diet in green vegetables and 
milk. This study provoked the present active 
interest in the nutritional problem of that 
country. It has led to two surveys in Newfound- 
land: one at Bonne Bay on the 
west coast of the island by Gold- 
smith, Metcoff, McQueenie, Me- 
Devitt and Dove, the other on 
the east and south coast, the 
subject of this report. 


ECONOMIC AND LIVING 
CONDITIONS 


The Government of New- 
foundland has been acutely con- 
scious of the high incidence of 
disease and of faults in the diet 
of the country. It has been 
handicapped, however, in at- 
tempts to remedy the situation 
by a large proportion of the 
able-bodied population being 
entirely engaged in fishing, the 
poor fertility of the land, the 
poverty of many of the people, 
the remoteness of a large part 
of the population, and lack of 
adequate means of transporta- 
‘tion. 


Newfoundland lies in the Gulf of St. Lawrence 
(Fig. 1), has an area of 42,000 square miles, which is 
little less than that of the State of New York (49,204), 
or that of England (50,874), and a population now 
estimated at 320,000 people. The inhabitants for the 
most part are descendants of settlers from England, 
Ireland and the Channel Islands. Since 1934 the 
country has been governed by a Commission appointed 
by the Crown, Dominion status having been suspended 
at that time. The capital, St. John’s, a city of fifty 
to sixty thousand people, lies on the Avalon Peninsula 
which juts into the Atlantic Ocean from the eastern 
end of the base of the equilateral triangle which the 
island roughly simulates in form. The principal oc- 
cupation is fishing. In consequence a very large pro- 
portion of the population is distributed in some 1,500 
tiny settlements along the more than. 6,000 miles of 
coast. These settlements are known as outports. 
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Newfoundland to an important extent is a 
one-crop area with all the regrettable conse- 
quences that this imposes. It owed its original 
settlement to cod fishery, and the history of the 
country is largely a story of a succession of good 
fishing years and bad. In one year there would 
be abundance on all the fishing grounds, in an- 
other, failure would be due to lack of bait or 
to stormy weather, or the weather would be bad 
for drying fish. Also the price of dry codfish 
in the world’s market has varied widely. Thus 
years of relative plenty inevitably have been 
followed by years of poverty and distress.® 
These ups and downs have continued to the 
present. The war years of 1914 to 1918 brought 
high prices, to be followed by a slump, and in 
1930, after a short period of recovery, came the 
great depression, accentuated 
for Newfoundland by a series 
of poor fishing years. 

According to the census of 
1935*° nearly 37,000 men were 
engaged in fishing. They and ™ 
their families and dependents 0 
represented more than 40% of ,, 







1 
the entire population. The § 60 
money value of the catch of % 50 


fish averaged $140 per fisher- § 40 
man. In 1933, 91,817 persons 
were on relief, a third of the 
population of that date. The 
‘*dole’’ was no novelty in New- 
foundland. 
the nineteenth century no less 
than a third of the public 
revenue was thus distributed.® 

The soils of Newfoundland are light and 
shallow. In comparison with a world average 
of about 11%, the Department of Agriculture 
estimates that only 1% of Newfoundland soil 
is suitable for agriculture, and only a small 
portion of this 1% is in agricultural use. The 
farming done is mostly as small scale gardening. 
However, persons who gave their occupations as 
farming in 1935 numbered 4,226. An additional 
35,000 or more persons were cultivating land, 
but the large majority of these also engaged in 
fishing and kept their crops for use at home. 


Timbering, mining and local manufacturing pro- 
vided occupation for about 10,000 persons in 1939.11 
The paper mills employed some 1,400 men in 1933, with 
another 3,000 working in the woods. The output for 
salaries and wages was $6,000,000. Two iron ore mines 
under normal conditions gave employment to 2,200 
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men. The payroll in these mines had been reduced 
to $500,000 in 1933. Other small mines for lead, zinc 
and copper together with all other local industries 
employed less than 3,000 persons. 

Additional employment has resulted from the war, 
as is best revealed by the Government figures for 
relief. They show a gradual fall from 91,817 in 1933 
to 60,914 in 1940, and then a precipitate decline to 
7,911 in 1943. This prosperity of a kind undoubtedly 
has brought recently a betterment in the diets of the 
people. 

A railway connects St. John’s, the capital, with 
Port aux Basques on the southwest coast but very 
few branch lines exist. There also are some first- 
class roads, especially on the Avalon Peninsula, but 
for the great majority of all the settlements along 
the coasts communication is only possible by sea, and 
the northeast coastline is isolated in winter by ice 
floes from the north. This restriction of means of 
communication imposes a serious difficulty on the dis- 
tribution of any but relatively imperishable com- 
modities. The freighting also is expensive, which, 
together with high duties on all imports, imposes a 
further handicap, namely, high food prices. 


Age Distribution 
(accumulated percentages) 


7 United States census-1940 
ee 


estimated by Gould 


30 40 50 60 70 80 90 100 
Age -years 
Chart 1 


GENERAL HEALTH 


That the public health in Newfoundland is 
far from satisfactory is evident from the death 
rate, the average age of the population obtained 
from the census of 1935, and such records as are 
available of the infant mortality rates and 
prevalence of tuberculosis. 

Death rate—tThe crude mortality rate per 
1,000 of the population, deaths from all causes 
for the five-year period 1939 to 1943 inclusive, 
for all of Newfoundland ranged from 11.7 to 
12.5. The comparable death rate for the five- 
year period (1938 to 1942) in the Province of 
Ontario, which like Newfoundland has a rela- 
tively stable population, mostly of English, 
Seotch and Irish ancestry, ranged from 10.0 to 
10.4. 
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An accompanying chart (Chart 1) gives a 
comparison of the age distribution in aceumula- 
tive percentages for Newfoundland,’® United 
States’? and England and Wales.** While the 
figures for England and Wales were estimated 
and reported only in broad age groups so that 
the linear interpolation of the values plotted is 
less accurate, it is to be noted from this graph 
that Newfoundland has the youngest population 
and England and Wales the oldest. Thus in 
Newfoundland only 26% of the population is 
forty years of age or more, whereas the com- 
parable figures for the United States and Eng- 
land, with Wales, are 34 and 40% respectively. 
There has been no recent immigration into New- 
foundland to swell the ranks of younger persons, 
and no emigration of the aged. However, in 
the interpretation of these figures the extensive 
emigration of younger persons over many years 
should be taken into consideration. 

Infant mortality—tThe rate of death of in- 
fants of all ages under one year in Newfound- 
land in 1941 was 101 per 1,000 live births; in 
1942, 107. These figures probably are less re- 
liable than those for the city of St. John’s, 
where the corresponding rates were: for 1941, 
103 ; for 1942, 107.5; for 1948, 111. In any ease 
they represent a mortality in infaney which is 
two to three times as high as that encountered 
in 1940 in the United States (47.0). For Canada 
as a whole this rate was 56; for the Province of 
Ontario, 43; for the Province of Quebec, 70; 
for the Province of New Brunswick, 80. 

Tuberculosis—The prevalence of tuberculosis 
is high in Newfoundland. <A tuberculosis survey 
of certain of the relatively more prosperous dis- 
tricts of west Newfoundland was made in 1943."* 
Roentgen evidence of active pulmonary tuber- 
culosis was obtained in 7.2% of 3,854 unselected 
individuals; calcified lesions were detected in 
an additional 13.7%. The erude death rate from 
respiratory tuberculosis reported for Newfound- 
land in 1941 was 144 per 100,000; in 1942, 136 
per 100,000. The figures indicate that death 
from this disease was more than three times as 
common as was the case in 1940 in Canada (40.9 
per 100,000) or the United States (42 per 
100,000). 


PURPOSE OF THIS NUTRITION SURVEY AND 
PROCEDURE 


The present survey was designed to examine 
a sample of the population of Newfoundland for 
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clinical and biochemical evidence of abnormality 
relating to nutrition. The subjects of the study 
were 868 unselected people in St. John’s and 
several outports who voluntarily submitted to 
examination after word of mouth publicity had 
been given as to the time, place and purpose of 
the examination. School buildings were used 
as the examining place in all localities except 
Bonavista, where Dr. A. C. Forbes kindly placed 
the cottage hospital under his direction at our 
disposal. The satisfactory co-operation obtained 
from all these people contributed importantly 
to the success of the project. 

In St. John’s and in St. Joseph’s, both on 
the Avalon Peninsula, the public health nurses, 
knowing in advance when the party would 
arrive, had the requested number of people at 
the school building ready for examination. In 
the outports, other than St. Joseph’s, there was 
no advance knowledge of our coming. However, 
within a few minutes of our arrival at an out- 
port the publie health nurse, the ranger, school 
teacher, priest or minister, or all, would arrive 
to volunteer their services. After we had ex- 
plained the purpose of our visit, we requested 
that they help by getting everyone possible to 
the school for examination. The success of this 
method of obtaining subjects is evidenced by the 
fact that in half day visits to Terrenceville, Bay 
L’Argent and Harbour Mille, with populations 
of 300, 298 and 383 respectively,* we examined 
33, 51 and 22% of the populations. At the 
outports, as well as in St. John’s, the subjects 
consisted as a rule of family groups with few 
adult working males. 


In each locality the public health nurse, with 
the assistanee of the teacher or the ranger or 
both, monitored the entire examination; they 
registered the, subjects, took their heights and 
weights, filled in the history forms as to economic 
status, religion, age and oecupation, and routed 
the subjects through the various examinations. 

The clinical examination was limited to a 
search for abnormalities of the scalp, hair, eyes, 
skin, lips, gums, tongue and peripheral nervous 
system, which experience has shown to occur in 
states of malnutrition. A severity rating was 
applied to many of the positive findings. In 
Bonavista and on the Avalon Peninsula where 
electricity was available many subjects were 
examined by the biomicroseope. In these locali- 
ties routine photographs for corneal vasculariza- 


* 1935 census. 
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tion were also made. Photographic records of 
typical and interesting lesions were made as 
requested by examiners. Laboratory specimens 
were obtained on alternate subjects. 

The outports chosen for investigation were 
said to represent average conditions with respect 
to economic status, food supplies and food habits. 
They were neither the worst nor the best in these 
respects. Bonavista, a large fishing settlement, 
is situated on the northeast coast at the end of 
a railroad spur line. St. Joseph’s, on Placentia 
Bay, also is accessible by railroad. Terrence- 
ville, Bay L’Argent and Harbour Mille are fish- 
ing settlements on Fortune Bay on the south 
eoast of Newfoundland. The distribution by 
locality of persons examined was as follows: 


SG ID 65 oo orc we chard ewe nue comet 269 
Fis PONE Din iccencs'ueccs¥ eens eees 216 
EROPRR GN CMR 05) 55) 5 Fa coho oe Sale we SU Hes 58 
"POUSOMEGNEMOG * $530 5 doareewk aa mesettor 98 
RE Be AG oa 6 nv cas oes tsedcwess 154 
RQSDOUD BENUG 5c 'éc25s 0/00 ko eb eecuae 73 


It is to be noted that this survey was under- 
taken in a season of the year (August) when 
the diet is relatively superior. All previous 
writers on nutritional disease in Newfoundland 
have commented on the accumulation of cases 
of such disease in late winter and the spring. 
Fresh fish and garden produce become available 
in the summer months; likewise wild berries 


supplement the diet, although only to a small 
extent. 


GENERAL CLINICAL OBSERVATIONS 


The physicians of the survey were unanimous 
in the opinion that the average person they 
observed was somewhat slow in mental reactions 
and lacking in initiative. This was especially 
noticeable in the behaviour of the children, They 
were apathetic and abnormally subdued. Home 
discipline, embarrassment, or both, may have 
accounted for this in part, but it is not to be 
believed that a well fed group of youngsters 
could repress their natural exuberance for the 
long hours of waiting for examinations required 
of these children. Furthermore, there seemed 
to be no play indoors or out. In attitude and 
behaviour the children resembled little adult 
men and women. 

Subjects of all ages seemed older than their 
years. The skin of the children lacked elasticity 
and resembled skin from adult men and women. 
The skin in many young adults was atrophied 
and wrinkled. 
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An early impression of short stature, particu- 
larly in the children, was not borne out by 
measurements. The average heights for age 
showed very close conformance to the Woodbury 
standard for children under five years, the 
Baldwin-Wood standard for children five years 
to adolescence, and the tables for adults of the 
Medico-Actuarial Mortality Investigation of 
1912. The heights of children between the ages 
five to fifteen also corresponded closely with the 
heights found for 78,000 Toronto school children 
in 1939, as well as with the heights of the 
elementary school children of London, England, 
as measured in 1938.7° 

It should be borne in mind that data on 
children from high economic groups in Canada 
and elsewhere show that the heights of favoured 
children exceed the standards chosen for these 
comparisons. 

On the other hand, the body weights in New- 
foundland were generally low. This was true 
of both sexes and for all ages. Overweight was 
rare, and of the subjects 48% of the females 
and 31% of the males were more than 10% 
below, and 14% of the females and 5% of the 
male® were more than 20% below the standards 
chosen (Table I). 


TABLE I. 
NEWFOUNDLAND DatTA 
CoMPARISON OF WEIGHT IN PERCENTAGE OF STANDARD 
WEIGHT For GIVEN AGE AND HEIGHT 








Percentage of standard Males Females 
weight for age —_—— 
and height* Number % Number % 
Overweight: 
20 or more...... 8 2.3 18 3.6 
WIS 6 scp ns 18 5.0 29 5.8 
a Pe 68 18.8 84 16.8 
Underweight: 
ee Aen ish s6s 155 43.4 154 30.7 
-10 to-19........ 92 25.8 148 29.5 
—20 or less........ 17 4.7 $8 13.6 
EGE sé, saeeee ds 358 100.0 501 100.0 


*Standards used were Woodbury for children under 
five years, Baldwin-Wood for children five years to adoles- 
cence and the Medico-Actuarial Mortality Investigation 
tables of 1912 for adults. 


Muscular development was very poor in very 
many subjects of all ages and both sexes. This 
was manifest in small arms and legs and fre- 
quently in prominence of the seapule. Winged 
scapule (Fig. 2) was recorded in 10.5% of all 
examinations. 

No tests of strength or of endurance could be 
made, but some general observations are worth 
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recording. At St. Joseph’s, on Placentia Bay, 
one oldster of sixty-two, still fishing, had fought 
the sea for more than forty years. He had seen 
sixteen men washed overboard by storms. We 
were astonished that these small muscled men 
could endure such a rugged life. On the other 
hand, the statement has been made that the 
native Newfoundlander proved quite unfit for 
the work involved in building the several air- 
fields required for military purposes, and that 
for this work labour had to be imported from 
Canada and the United States. 

We confirmed Aykroyd’s observations that 
minor stomach ailments and severe constipation 
were very common. The symptoms of ‘‘bad 
stomach’’, as it is called locally, were not those 
of peptic ulcer, and, in point of fact, gastrie or 
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duodenal ulcer severe enough to reveal itself by 
marked pain or bleeding is very rare. The 
symptoms were those of dyspepsia: flatulence, 
belching, acid eructations and mild pain coming 
quickly after eating. Such symptoms, as well 
as constipation, have been produced experi- 
mentally in previously symptomless subjects by 
restricting certain vitamins in the diet, and it 
is to be supposed that their prevalence in New- 
foundland is related to nutritional conditions. 
Renal stone, another very common lesion found 
in Newfoundland, has also been related to de- 
ficiency of diets. Goitre was observed but once. 
Pediculosis was encountered in 7.5% of the per- 
sons in the outports. It generally appeared in 
subjects who gave evidence of relatively severe 
malnutrition. 


TaBLeE II. 
Data on Imports AND EstiMaTEs OF Foop Propucrion, NEWFOUNDLAND, PopuLATIoN 320,000, 1943 


























Imports Production Total pounds per capita 
Item or class Total ‘Pounds Pounds New- Canada (2) 
pounds per capita per capita foundland (1943) 
1. Dairy products (total milk solids) (3)... 2,155,000 6.7 ; 15.8 64.3 
2. Meats (edible)—includes poultry (4)... 14,218,000 44.5 a . 44.5 110.3 
Be WN NG OD) i.e Bios 5 oe ee (1) (1) 71.0 71.0 26.2 
Uk he OS FS als ess a 640,000 2.0 1.8 3.8 37.8 
Re EE Dia ie ec Res Sas 13,176,000 41.1 (1) 41.1 43.6 
6. Sugars and syrups (8)............... 28,833,000 90.0 (1) 90.0 79.1 
te Re renee 6 aera 15,500,000 48.0 232.0 280.0 205.1 
8. Pulses (peas and beans)............. 5,400,000 16.8 (1) 16.8 1 & Be | 
9. Tomatoes and citrus................. (1) (1) (1) (1) 61.5 
10. Other fruit (fresh equivalent) (10)... .. 13,450,000 42.0 (9) 42.0 72.4 
11. Leafy green and yellow vegetables (1/). 980,000 3.1 50.0 53.1 43.2 
12. Other vegetables (12)................ 3,150,000 10.0 20.0 30.0 32.8 
13. <ivaie products (18)... 5 2.055... - 5-5 100,750,000 311.1 (1) 311.1 215.4 
Notes: 


(1) Negligible amount. 

(2) The Canadian estimates are those of “per capita 
supplies of food moving into civilian consumption, 
Canada, 1935-39 to 1943” made by Joint Committee 
of Combined Food Board.* 


(3) Imports: Evaporated milk 5,860,000 pounds, dry 
skim milk 36,000 pounds, cheese 723,440 pounds. 
Production estimated at 8,000 gallons fluid milk 
per day. 

(4) Imports: Cattle for slaughter 3,240 at 390 pounds, 
or 1,263,000 pounds, fresh meat and poultry 2,400,000 
pounds, smoked and canned meats, 2,555,000 pounds, 
bologna and sausage 2,000,000 pounds, salt meats 
6,000,000 pounds, total 14,218,000 pounds. 


(5) Imports of fish and game are negligible. Cod fish 
reserved for consumption in Newfoundland esti- 
mated in Report of Newfoundland Royal Com- 
mission, 1933 (Ref. 11) at 200,000 quintals (hundred 
weight). The population then was 282,000 (census 
of 1935 (Ref. 10) ). 


(6) Imports: Eggs 4,800,000 (640,000 pounds). Pre- 
duction eggs 4,200,000 (560,000 pounds). 

(7) Imports: Lard 800,000 — vegetable shorten- 
ing 875,000 pounds, fat back pork 4,800,000, mar- 
garine 9,000,000 pounds, butter 327,000 pounds. 


Conversion factors, for lard 1.0, for vegetable shorten- 
ing 1.0, for fat back pork 0.82, for margarine 0.81, 
for butter 0.81. 


(8) Imports: Sugar 24,500,000 pounds, molasses 510,000 
gallons, jams and jellies 253,000 pounds. 


(9) Imports as shown. Local production large. Agri- 
cultural authorities suggest average consumption at 
about 280 pounds per head of population. 

(10) Imports of fresh fruits from Canada unrestricted, 
but negligible in amount, also canned fruit 1,450,000, 
dried fruit 3,000,000. Local production limited to 
wild berries, negligible in amount. Conversion 
factors, for canned fruit 1.0, for dried fruit 4.0. 

(11) Imports of canned vegetables 980,000 pounds. Fresh 
vegetables from Canada are unrestricted but amounts 
imported are small. Production limited to cabbage. 

(12) Imports limited to onions, 3,150,000 pounds. Local 
production of vegetables is mainly restricted to 
potatoes, cabbage and turnips. A few carrots are 
grown, a little chard. 

(13) Imports: Flour (white) 500,000 barrels (98,000,000 
pounds), oatmeal and other breakfast cereals 
1,750,000 pounds, rice 1,000,000 pounds. 


*See footnote to Table III. 
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CrviL1AN Foop CoNsuMPTION 


The diet of the large majority of the inhab- 
itants of Newfoundland is necessarily monoto- 
nous. Local production of food is limited to a 
few items and difficulties of transportation to 
the outports restrict the imported foods to the 
relatively imperishable staples. The major part 
of the food supply is imported, and since the 
quantities brought in are known (Table II), 
it is possible to arrive at a reasonable approxi- 
mation of the nutrients available for civilian 
consumption. 

Local food production comprises (1) a rela- 
tively small amount of meat and eggs; (2) a 
small amount of milk; (3) a large catch of fish, 
almost all of it cod, and (4) a moderate yield of 
garden produce. The last consists for the most 
part of potatoes, cabbage and turnips. There is 
almost no production of fats, oils or cereal 
grains. 

Meat.—The local production of meat is limited, 
a small minority of the families having one or 
two pigs or a few goats. A few hens, two to 
at most a dozen, are kept by many families. 
Wild game, formerly an item of importance, has 
largely disappeared. 

Eggs.—As revealed by questioning, few of the 
families in St. John’s kept hens, but in the out- 
ports many families kept two hens or more; 
very few indeed as many as a dozen. The esti- 
mate of the Department of Supply for annual 
production of eggs is 4,200,000. This number 
is supplemented by imports of 4,800,000 eggs. 
The total represents one-half egg per week per 
eapita (Table II). 

Milk.—Lack of arable land for growing feed 
crops sets a stern limit to local milk production. 
A few dairy herds are to be seen, especially on 
the Avalon Peninsula, and a minority of families 
in outports keep one or two cows, rarely more. 
The Government Department of Supply esti- 
mates that the total number of cows in New- 
foundland is 18,000. The figure was 14,000 at 
the time of the census of 1935.1° The estimate 
of yield per cow in 1935 was one-half an im- 
perial gallon per cow per day. 

The persons examined in our survey were 
asked whether a cow or more than one cow was 
kept by their families. The answers suggested 
that one person in every three in the outports 
had access to the milk provided for the family 
by one or at most two cows. The number of 
families with more than one cow was very small 


indeed. Milk in the outports is mainly used to 
colour the ubiquitous tea. Unfortunately some 
of it is used for feeding the family pigs and 
hens. 

Imported milk, shown in Table II, is mainly 
evaporated milk and wisely is mainly distributed 
to children. The distribution is by rationing, 
which allows five 1414 ounce tins per week up 
to one year of age, three tins per week up to two 
years of age, and two tins per week up to the 
fifth birthday. 





Fig. 2.— Winged scapule. 


Fish.—The eatch of cod varies from year to 
year. In the report of the Newfoundland Com- 
mission (1933)? appears the statement that the 
total annual catch averages 1,500,000 quintals 
or hundredweight, and that of this amount about 
200,000 quintals are locally consumed. Other 
fish are caught in smaller quantities, but the 
Newfoundlander’s preference for cod is believed 
to imply that his consumption of fish is prac- 
tically limited to cod. The population of New- 
foundland in the year of the report referred to 
was estimated at 282,000 persons, so that the 
annual per eapita consumption would represent 
71 pounds per year, or 3 ounces per day. 

Vegetables and fruits—Upon questioning it 
was found that. almost none of the families in 
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the city of St. John’s had gardens; in the out- 
ports 537 of 599 persons lived in families with 
a garden. The gardens for the most part were 
no larger than a few hundred square feet. The 
principal crop is the potato which does well and 
for which the agricultural authorities of the 
Government suggested an average annual con- 
sumption of 280 pounds per head. The usual 
method of cooking the potato is to boil it after 
peeling, which leads to a loss of approximately 
50% of its ascorbic acid content. The practice 
also is to boil the potatoes in the morning and 
to hold them in the cooked condition for con- 
sumption at the noon and evening meals. This 


results in further important losses of ascorbic 
acid. 

Ranking next in popularity is cabbage, but 
this is largely deprived of its ascorbie acid by 
overcooking. Raw cabbage, which could con- 
tribute importantly to-the supply of ascorbic 
acid, is almost never used. Information received 
from the Government authorities suggests that 
probably the majority of the people will secure 
enough cabbage from their gardens to have it 
twice a week from September to Christmas, but 
that probably less than half of them have any 
left by Easter. The same statement was applied 
to turnips. A few carrots are grown, but very 


TABLE ITI. 


NUTRIENTS AVAILABLE FOR CIVILIAN CONSUMPTION PER Day, NEWFOUNDLAND, 1943 





Amt. Vita- | Ascor- 
Item per | Calo- | Pro- Carbo- | Cal- min bic Thia- | Ribo- 
day ries tein | Fat |hydrate| cium | Iron A acid mine | flavin | Niacin 
; 02 No. gm. | gm. gm. |imgm.| mgm. | I.U. | mgm. mgm. | mgm. | mgm 
Dairy products, as 
re 5.5 | 104 5.4 6.0 7.3 | 183 | 0.1 360 | 2.5 .04 0.26 0.1 

Meat, boneless......| 2.0} 110 9.1} 15.9 0.1 6 1.4 256 | 0.7 0.08 (6) |0.17 3.7 
I hafta. at 3.1 73 (2)| 17.0 0.3) (1) 27 | 0.4 (1) (1) 0.05 0.04 2.1 
OES Ee 0.2 7 0.5 0.5) (1) 2.1} @.1 42 (1) (1) 0.02 (1) 
Fats and oils....... 1.8 | 460 0.2 | 51.0 0.2 6 | 0.1 520 (1) (1) (1) 0.1 
Sugars and syrups...| 3.9 | 450 (1) 0 112.0 22 (1) (1) (1) (1) {0.01 (1) 
PUNE once cdo 12.3 | 250 6.4 0.4| 63.9 23 | 1.8 136 | 29.2 (5) | 0.26 0.15 3.4 
Pulses (beans and 

SI cae bo tks 0.7 74 4.8 13] 11.9 23 | 0.6 3 (1) 0.10 0.08 0.7 
Tomatoes and citrus.| (1) (1) (1) | (1) (1) (1) (1) (1) (1) (1) (1) (1) 
Other fruits........ 1.8 33 0.2 0.2 7. 0.2 97| 1.9 0.01 0.02 0.2 
Leafy green and yel- 

low vegetables 

(cabbage)......... 2.3 21 1.0 0.1 4.2 20 | 0.9 (3) 9.2 (5) | 0.05 0.04 0.6 
Other vegetables....| 1.3 15 0.5 0.1 3.2 8 | 0.1 28 | 4.5 0.01 0.02 0.1 
Grain products... .. 13.7 |1,400 43.3 4.3 | 298.0 90 | 3.8 1 (1) 0.30 (6) |0.22 4.0 
Total, all sources .. . 2,997 88.4 | 80.1 | 508.6 | 415 | 9.5 (4)| 1,443 | 48.0 (6) | 0.90 (6) |1.03 (7)|15.0 (8) 
Canada (1943) (9)... 3,223 97.2 | 133.2 | 408.9 | 956 |16.4 6,783 | 61.2 2.02 2.09 18.6 
Recommended Na- 

tional Research 

Council (10)....... 2,544 66.1 960 /11.8 4,590 | 71.3 1.45 2.10 14.5 

Notes: 


(1) Negligible amount. 


(2) Based on figures for dry cod of the Canadian Council 
on Nutrition. The values for “fish and game’’ of 
the Joint Committee* are inapplicable in this 
instance, since there is little game and the fish is 
mostly dry cod. 


(3) Almost no vitamin A in the cabbage as prepared. 
(4) Use of enriched flour will add 5 mgm. to this total. 


(5) This is a gross over-estimate if applied to consumption 
for Newfoundland, where potatoes are boiled in the 
morning, which causes a loss of about 50% of their 
ascorbic acid, and in part held over until the evening 
meal, which results in nearly total loss of ascorbic 
acid. The cabbage is boiled one to two hours with 
a loss of 90% of its ascorbic acid. The actual intake 
of ascorbic acid probably does not average more 
than 20 mgm. a day. 

The figures for thiamine for meat and grain products, 
using the values of the Joint Committee* would be 
0.38 and 0.61 respectively. These values are in- 
applicable in these instances because in Newfound- 


(6 


— 


land the meat is mostly beef, much of it dried, and 
80% of the flour used is white patent flour. Use 
of enriched flour will add 1.4 mgm. of thiamine to 
the present total, raising the estimate from .0.90 to 
2.30 mgm. 


(7) This very low figure will be_raised to 1.83 mgm. by 
use of enriched flour. 


(8) Use of enriched flour will add 9 mgm. to this total. 


(9) The Canadian estimates are those of the Joint Com- 
mittee of the Combined Food Board* (Table 42). 


(10) Weighted recommended allowance per capita (calcu- 
lated for Canada by application of population sta- 
tistics to table of Recommended Allowances of Food 
and Nutrition Board, U.S. National Research Coun- 
cil) from Report of Joint Committee of the Combined 
Food Board (Table 31). 


*Joint Committee, Combined Food Board, Food Con- 
sumption levels in the United States, Canada and the 
United Kingdom, U.S. Dept. Agriculture, War Food 
Administration, U.S. G.P.O., April, 1944. 
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few. A very few families try to grow chard or 
other greens. Fresh fruits are almost never 
cultivated. Wild berries are collected in season, 
but they are not abundant and probably con- 
tribute unimportantly to the food supply. Fresh 
vegetables and fruits come from Canada with- 
out restriction, but the amounts imported are 
small and their consumption is limited to St. 
John’s and a few small towns along the railway. 


Estimation of nutrients available—The ac- 
companying table of nutrients available for con- 
sumption per day (Table III) is based on esti- 
mates of production and figures for importa- 
tions (Table II). Table II also shows pounds 
per capita of comparable food moving into 
civilian consumption in Canada in 1948. The 
latter estimates are those reported by the Special 
Joint Committee of the Combined Food Board 
(Canada, United States of America, United 
Kingdom).'*? Conversion from the total pounds 
of food per capita in Newfoundland (Table II) 
to the contribution of this food to per capita 
daily nutrients available for consumption (Table 
III) was done in most instanees by the same 
conversion factors used by the Special Joint 
Committee for the food supplies of Canada. 
The exceptions are noted in the tables. 


Assays of many of the foods actually used in 
Newfoundland were made. When the values ob- 
tained and those in the literature for the re- 
maining foods are used, estimates of nutrients 
available do not differ materially from the 
figures in Table III. The values found were: 
ealories 3,039, protein 94.4 gm., fat 75.4 gm., 
calcium 360.0 mgm., phosphorus 1,166 mgm., 
iron 9.96 mgm., vitamin A 1,146 international 
units, ascorbic acid 20 mgm., thiamine 0.96 
mgm., riboflavin 0.80 mgm., niacin 14.6 mgm. 
For comparison the Recommended Allowances 
of the Food and Nutrition Board of the National 
Research Council caleulated on a per capita 
basis are: calories 2,544, protein 66.1 gm., eal- 
cium 960 mgm., iron 11.8°’mgm., vitamin A 
4,590 I.U., aseorbie acid 71.3 mgm., thiamine 
1.45 mgm., riboflavin 2.10 mgm., niacin 14.5 
mgm. 

It appears from the data in these tables. that 
the food available in Newfoundland is adequate 
in respect to calories and protein. The per- 
centage of calories supplied by fat is sufficient 
for health but is less than the amount desired 
and consumed by people in the United States 
and Canada. The calcium available is inade- 


quate, being only one-third to one-half the 
amount recommended, and the calcium-phos- 
phorus ratio is very low. 

The most severe deficiency is in the supply of 
ascorbic acid. The ascorbic acid content of 
Canadian potatoes varies from 30 mgm. per 
100 grams in September to 10 to-15 mgm. in 
January and 5 to 10 mgm. in the late spring. 
It would appear reasonable to take an average 
value of 15 mgm. Unfortunately, due to the 





Fig. 3.—Dry ‘‘staring’’ hair. 


eustom of cooking all the potatoes for one day 
before the noon meal, this results in a 100% 
loss of the ascorbie acid in the portion used in 
the supper meal. This combined with the loss 
of about 50% of the ascorbic acid in the boiling 
of potatoes means that about three-quarters of 
the ascorbie acid content of the potato is lost. 
Also it is customary to boil cabbage one to two 
hours, which results in a loss of over 90% of 
its ascorbie acid content. The only other avail- 
able food with an appreciable amount of ascorbic 
acid is turnips. These are only used about twice 
a week over a maximum of forty weeks. The 
amount of ascorbic acid actually eaten probably 
averages less than 20 mgm. a day, the amount 
being higher in the fall and lower in the winter, 
spring and early summer months. 
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The amount of vitamin A in the available 
food supply is markedly below the recommended 
allowances, the amount of vitamin A supplied 
probably not exceeding 1,400 I.U., compared 
with the recommended allowance of 4,590 units. 
However, it should be noted that almost all the 
available vitamin A is preformed vitamin A, 
whereas the recommended allowance includes 
60% of the I.U. as carotene. The riboflavin in 
the food is also very low. 

A very large amount of flour is included in 
the food supply (Item 138, Table IIT). Grain 
products ‘for Newfoundland, all imported, total 
‘311 pounds as contrasted with 215 pounds for 
Canada. The major portion until recently has 
been plain white flour. The supply of sugar and 
syrups is also high. The net result is a food 
supply which provides two-thirds of its calories, 
67%, as carbohydrate, compared with 51% as 
carbohydrate in the food supply of both Canada 
and the United States for 1943. The corres- 
ponding figure for the United Kingdom in 1943 
was 52%. The relatively high percentage of 
earbohydrate in the food supply of Newfound- 
land will tend to inerease requirements for 
thiamine, which is already low compared with 
the recommended allowance. 

The amount of niacin, 15 mgm., closely ap- 
proximates the recommended allowance, 14.5 
mgm., but may be inadequate in diets such as 
these which are provided with relatively little 
milk or meat. 

It should be borne in mind that a significant 
loss of much of the mineral and vitamin content 
of these food supplies occurs in cooking. Com- 
ment has been made on this in regard to ascorbie 
acid. Also, it should be borne.in mind that the 
figures in these tables are average figures, that 


few eat such average amounts, and that the_ 


amounts actually consumed by many persons are 
undoubtedly less satisfactory than suggested by 
these tables. 


CLINICAL EXAMINATION 


The clinieal examination consisted of inspec- 
tion and tests not only for changes which may 
result from food deficiencies but other changes 
the etiology of which has not yet been estab- 
lished. In animal husbandry, for example, in- 
adequate diet may result in dry coarse lack- 
lustre (staring) instead of sleek hair. Hair of 
this type was observed in 10% of the persons 
examined (Fig. 3). Perifolliculosis (Fig. 5), a 
condition characterized by a proliferation and 


engorgement of the capillaries around the hair 
follicles, may be the result of a nutritional de- 
fect. The frequent occurrence of blepharitis 
(Figs. 18 and 19), suborbital pigmentation (Fig. 
18) and telangiectasis (Fig. 15) of the skin of 
the face even in young children suggests the 
possibility of nutritional deficiencies as underly- 
ing causes. The prevalence of these and other 
signs observed is set out in Table IV. At the 
present time there is a diversity of opinion as 
to the specificity of many of the lesions here de- 
seribed. In other words, while it is generally 
recognized that nutritional inadequacies will 
produce most of them, some observers believe 
that some of them may also be produced by 
other means. Furthermore, some of the authors 
consider that even when the signs and symptoms 
are proved signs of nutritional ill-health, they 
may not be so specific in their etiological rela- 
tionship as is implied in the following presenta- 
tion. Platt considers that the above comment is 
referable particularly to the conjunctival and 
skin changes discussed under vitamin A and the 
tongue changes under niacin. However, it is 
the belief of the authors of this report that the 
primary cause of the widespread prevalence in 
Newfoundland of most of the lesions here de- 
seribed is the nutritional inadequacy of the diet. 

Vitamin A.—Although many organs through- 
out the body have been shown at autopsy to be 
affected, changes in the eyes and skin have formed 
the basis for the clinical detection of avita- 
minosis A. The ocular manifestations are: 
xerophthalmia, keratomalacia, and night blind- 
ness. Xerophthalmia is characterized by a thick- 
ened, cloudy or opaque, lack-lustre, discoloured, 
dry conjunctiva with or without a localized 
elevation, including small, foam-like plaques 
called Bitot’s spots. These changes constitute 
xerosis conjunctive. Subsequent similar changes 
in the corneze are called xerosis corner. Both 
conditions are also designated under the more 
general term xerophthalmia. Kruse,!* stating 
that deficiency states are characterized by their 
rate of progress, intensity and stage has re- 
ported that the more chronic forms of xerosis 
conjunctive, usually the more prevalent, will 
disappear only after a prolonged period of 
administration of vitamin A.1° 

If secondary infection supervenes ulceration 
and necrosis of the cornea may occur. This most 
acute, severe and advanced form is termed 
keratomalacia. The cornea is cloudy from in- 
filtration, and yellow from purulence. Follow- 
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TABLE IV. 
PREVALENCE OF SIGNS OF MALNUTRITION AND OTHER 


Sians Possrtnty RELATED TO MALNUTRITION 


Outports St. John’s 


Number of persons examined. 


Signs oF MALNUTRITION 


Harr: 
Ey GUE. CS 


Sxin oF Bopy ANnpD Limss: 


ban Re ay ee 
Mild follicular changes. . . . 
Follicular keratosis. ...... 
Perifolliculosis........... 
Crackled skin 


SKIN oF Face: 


a ee 
DPGDOMA: 2... 5. eno 
Suborbital pigmentation. . . 
Telangiectasis............ 


EyEs: 


Thickening of conjunctiva 
GE ocd ean ck eee 


ee eee 
Hyperemia—Grade 1..... 
Grade 2 and greater. ... 
ere ere 
Blepharitis—Grade 1..... 
Grade 2 and greater. ... 
PID 0 5e.s0 Sie waives 
Lachrymation 
Phetophobia 


Lips: 


Angular stomatitis........ 
Cheilosos—Grade 1....... 
Grade 2 and greater.... 
INES ick vee haus 
Gums: 

Red hyperemia—Grade 1. 
Grade 2 and greater... . 
Se rh 6 

Blue congested........... 

IRE go eo Gagh one's eas 

Interdental papille lost. . . 

I whl 845 33544 O08 


PUGOPMOUIONE 1% 85 ccd cok es 
WAGE cei eee force 


TEETH: 


Malocclusion severe....... 
Active caries severe....... 
Loss of teeth— Moderate. . 
Marked or complete. .. . 
pt Pee er eee 


TONGUE: 


PRS im cea aceee’s 
Cs castes Gite ak an a 
Hypertrophic papille tip. . 
Hypertrophic papille—tip 
and elsewhere.......... 
Hypertrophic papillze—all 
kk Sevan 08 
Atrophic papille tip...... 
Atrophic papille—tip and 
elsewhere.............. 
Atrophic papille—all de- 


Fissuring severe multiple. . 


599 
% 


11.4 


NN DO be 
NONW w& 


— 
Go SH OVO 


OD wen 


bo ee WAT DOW 
SH Wor CONT OO 


] 


CONN 
ip Ph WWOMNNWWinS 


meron Pedy 
OV GO = 53 m4 G5 G0 
r= OO 00 Pm ON 


— 
2 
ow 


269 
% 


Sree 
Oe OD 


a 
me Dob 
ore W DO 


whe weal no 
29 NO ST pe G9 BS WB OD So 


— 
NOWHNOAPRONNS 


Ww vo 


te et 
90 AIS BS 99 9S 


CONWOWOH 


—_ 
Pe POOF 


mo bdo 
S t ed ' ¢ 
0D on FF OC HPO 


—_ 
bo 


bo 
He OO 


Total 





868 
7% 


mob Be to 
NNN SAAS ip or 
NANWNNWAND HD 


We dO bo 
SNOM © 
COOP © 


i] — — 
or. ie Se Ge 
pas “IO NO OO 


oo 
a 
Qo 


13.9 
18.4 


32.3 
9.2 


TABLE IV.—Continued 


PREVALENCE OF SIGNS OF MALNUTRITION AND OTHER 


Siens Posstspty RELATED TO MALNUTRITION 





Outports St. John’s Total 
Bongs: 
Signs of rickets........... 2.6 2.6 2.6 
MUSCLEs: 
Poor development—winged 
MIS. 8 ha six ceets 9.6 12.6 10.5 
NEUROLOGICAL SIGNS: 
Absent knee and anklejerks 2.3 0.7 1.8 
Loss of vibratory sense 
ROM a iS ORS TS 4.0 0.3 2.9 
NG ida auce Ceawelan 1.5 0 1.0 
TER eee ats 2 ok a5 0.8 0) 0.6 
Tender calf muscles....... 2.3 1.1 2.0 
Squatting test positive.... 0.8 0.4 0.7 


ing destructive ulceration there may be corneal 
softening, hypopyon, perforation; prolapse of 
the bulbar contents and destruction of the eye- 
ball. 

It is well known that disturbance in dark 
adaptation, commonly referred to as night blind- 
ness, may result from a lack of vitamin A. 

Following the ocular changes, the skin pre- 
sents manifestations of avitaminosis A, consist- 
ing of dryness, roughness and papular eruption 
about the pilosebaceous follicles. In mild degree 
or early stage the papules resemble goose flesh; 
more fully developed, they are spinous with 
keratotiec plugs. The latter condition is desig- 
nated follicular keratosis. Xerosis, 7.¢., dryness 
of the skin, may also be seen alone. 

In this survey observations were limited to 
gross conjunctival, corneal and dermal changes. 
No keratomalacia was seen. However, on exami- 
nation 35% of the persons examined showed a 
mild degree of xerosis conjunctive, 27% a 
moderate degree (Fig. 6) and 14% a severe 
degree (Fig. 7), a total of 77% of all persons 
examined. In 38% of the entire sample of the 
population there were slight or moderate folli- 
cular changes in the skin (Figs. 4 and 8), 5% 
had marked follicular changes (Fig. 9) and 3% 
had xerosis of the skin (Fig. 10). One or more 
of the ocular or dermal signs was observed in 
84% of the persons. 

Some differences were noted in the prevalence 
and severity of conjunctival changes from out- 
port to outport. While there was, however little 
difference in the prevalence of conjunctival 
ehanges between the outports and St. John’s, 
the marked thickening designated as grade III 
was encountered three times as frequently in 
the outports. Moreover the skin changes were 
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more prevalent in the outports than in St. 
John’s, keratosis being seen six times more fre- 
quently. Of either skin or conjunctival changes, 
87% of the outport persons showed one or more 
signs as against 78% of the St. John’s sample. 

These data indicate a high prevalence of 
avitaminosis A among the whole sample of the 
population. 

Thiamine deficiency. — Recorded deaths at- 
tributed to deficiency disease have been very 
few in recent years in Newfoundland: 9 in 1941; 
12 in 1942. They presumably were deaths from 
multiple deficiencies. Florid beriberi has almost 


Fig. 4.—Skin—‘‘ goose-flesh’’ appearance. 


disappeared. Only 18 eases of vitamin defici- 
ency disease of any kind, so listed, were admitted 
to the General Hospital in St. John’s between 
July, 1943 and April, 1944. Correspondingly 
little evidence of peripheral neuritis was en- 
countered in this survey. Most of what was 
observed was seen in the outports. The data 
are contained in Table V. 

On the other hand, it now is known?® that 
deficiency of thiamine is manifested much less 
frequently by evidence of neuritis than by fun- 
damental disturbances of the central and auto- 
nomic nervous systems. The time available for 
this survey did not permit recording symptoms, 
but mention has been made above of numerous 
unsolicited complaints of epigastric pain, flatu- 
lenee and constipation. Other unsolicited com- 
plaints, likewise very numerous, were of heart 
consciousness, fatigue and nervousness. Of 


similar possible significance were the apathy and 
lethargy of the majority of the subjects of ex- 
amination. All these symptoms, none of which 


ean be regarded as specific, are reproducible in 
perfectly healthy individuals by restriction of 
the intake of thiamine, restriction to a degree 


TABLE V. 
NEUROLOGICAL ABNORMALITIES 


Percentage | 
of 868 subjects examined 


Signs Outports St. John’s Total 


Absence of tendon reflexes... 2.3 0.7 ; 
Weakness of quadriceps ‘ 0.4 7 
Tenderness of calves : tel 0 
Loss of vibratory sense 
03 9 

0 0 

0 6 


(6.8% of persons examined showed one or more signs.) 


which is comparable to that which undoubtedly 
exists in the usual diets of Newfoundland (see 
section on food supply). Steven and Wald’ 
commented on what they called ‘‘ Newfoundland 
stomach’’ and stated that it probably in part 
was due to mild thiamine deficiency. Its symp- 
toms, they noted, were prolonged constipation 
and a number of vague general complaints such 
as irritability, dyspepsia, itching and burning 
sensations and lassitude. Dr. La Salle, of Port 
Saunders, Newfoundland, had treated this ail- 
ment with thiamine chloride and in some in- 
stances observed almost immediate relief of 
symptoms. The prevalence of neurological signs 
in 6.8% of the population sample is appreciable. 
In view of this and of the numerous unsolicited 
complaints referable to the nervous system, it is 
likely that the thiamine status of a considerable 
proportion of the population is unsatisfactory. 
Riboflavin.—The elinical evidences of a lack 
of riboflavin were first described in 1938.71 
They consist of a reddened, shiny, thinned, 
scaly appearance of the epithelium of the lips, 
fissuring at the angles of the mouth, seborrheic 
changes of the ale nasi, eanthi, pinne and other 
folds of the body as evidenced by a slight 
erythema frequently covered by small greasy, 
flaky accumulations designated as dyssebacia, 
and a magenta colour of the tongue. Vasculari- 
zation of the cornea, and elevated follicular 
plugs across the nose and cheeks likewise result 
from a lack of riboflavin.?” 2% Since the term 
angular stomatitis has been used widely in the 
past to designate only fissures at the angles of 
the mouth, this lesion was recorded separately 
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in the survey and cheilosis was used to designate 
the changes in the epithelium of the lips. 
Although eases of cheilosis, corneal vasculari- 
zation and seborrhea have been reported as 
arising from causes other than riboflavin de- 
ficiency, there is a large body of evidence from 
many parts of the world that the widespread 
prevalence of these lesions is associated with 
riboflavin deficiency and may be corrected by 
giving riboflavin. An extensive review of ribo- 


flavin deficiency has been published recently by 
Stannus.”* 


In this survey, the gross lesions usually re- 
garded as symptoms of riboflavin deficiency were 
frequently encountered. All stages and degrees 
of severity were seen. The most common gross 
lesion was cheilosis, which was seen in 69% of 
all persons examined (Fig. 11). Mild changes 
as indicated by slight reddening, thinning and 
wrinkling of the epithelium were observed in 
42%, and more severe degrees in 26%. Angular 
stomatitis occurred in 22% of all persons ex- 
amined. This lesion varied in severity or stage 
from a slight crack in the epithelium at the 
corner of the mouth to a large fissure extending 
on to the face (Fig. 12). In many instances the 
lesion had a white, moist, macerated appearance 
at the angles of the mouth and could have been 
ealled la perléche (Fig. 13). In some eases 
there was obvious scarring in the angles of the 
mouth from old lesions (Fig. 14). The abnor- 
mal magenta colour of the tongue was observed 
in 10% of the persons examined. 


Elevated follicular plugs (folliculosis) across 
the nose and cheeks were seen in 7.5% and the 
more advanced stage, dyssebacia (Figs. 15 and 
16), in 5% of all persons examined. A combina- 
tion of cheilosis with either angular stomatitis, 
dyssebacia, magenta tongue or follicular plugs 
was found in 31% of all persons examined. 
Hyperemia of the scleral conjunctive of various 
grades was found in 46% of all individuals ex- 
amined, many of whom showed gross cireum- 
eorneal injection of the blood vessels (Fig. 17), 
and 7% showed photophobia. One hundred and 
fifty-six were examined with the biomicroscope 
and 100% showed some degree of vascularity of 
the cornea. 


A mild degree of blepharitis as indicated by 
slight reddening and swelling of the eyelids was 
observed in 18% (Fig. 18). More severe degrees 
as indicated by marked redness and swelling 
frequently accompanied by dried exudate and 


redness at the outer canthus was seen in 6% 
of the persons examined (Fig. 19). The oc- 
currence of blepharitis in a total of 24% of all 
persons is of interest. Suborbital pigmentation 
was observed in 16% (Fig. 18) and telangiec- 
tasis of the face even in children in 11% (Fig. 
15). All of the above lesions, with the exception 
of suborbital pigmentation, were more prevalent 
in the outports than in St. John’s. 

The clinical evidence indicates that riboflavin 
deficiency is widespread and of common oc- 
currence in Newfoundland. 


Niacin.—A severe acute and chronic deficiency 
of niacin results in the disease pellagra, char- 
acterized in the classic florid picture by scarlet- 
red stomatitis and glossitis, symmetrical derma- 
titis, diarrhoea and dementia. As a deficiency 
of niacin is frequently accompanied by defici- 
encies of other vitamins, particularly of thia- 
mine and of riboflavin, many of the signs now 
known to be due to a lack of other vitamins 
were formerly described as part of the pellagra 
syndrome. 


An acute deficiency of niacin of lesser severity 
causes redness of the papille of the tongue less 
extensive and severe than that described under 
pellagra. It also causes ceedema of the tongue, 
frequently manifested by tooth indentation 
along the margin of the tongue. A less severe 
chronic deficiency of niacin causes hypertrophy 
of the papille of the tongue followed by multiple 
fissuring and papillary atrophy. Both hyper- 
trophied and atrophied papille are chronic 
lesions; hypertrophy is the earlier lesion; 
atrophy follows and replaces hypertrophy. 
Multiple fissuring is a form of atrophy and is 
frequently seen in tongues later becoming bald. 
Thus in a single tongue one may see atrophied 
papille at the tip or margins, multiple fissuring 
and hypertrophied papille in the body of the 
tongue, and normal papille further at the base. 
These signs, though less spectacular and dra- 
matie than the aeute florid manifestations, 
present a picture that is none the less definite. 

No person with elassie pellagra was seen, but 
many subjects showed one or more of these less 
severe signs of niacin deficiency. Thus papillary 
hypertrophy of any degree was recorded in 35% 
of all subjects. Marked degrees of hypertrophy 
were found in 21%, while lesser degrees (Fig. 
20) were found in an additional 14%. 


Papillary atrophy was recorded in 32% of 
all subjects. In 14% of all subjects the atrophy 
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involved only the tip or lateral margins of the 
tongue. In the other 18% of the subjects the 
atrophy was more extensive. Many were com- 
pletely bald (Fig. 21). 

Loss of substance of the tongue, as manifested 
by severe multiple fissuring (Fig. 22), was found 
in about 9% of all subjects. 

The percentage of subjects showing any of 
these chronic lesions was 61. 

Swelling of the tongue, frequently revealed by 
pressure marks (indentations) due to the teeth 
(Fig. 23) was found in 5% of the subjects. 
Varying degrees of redness, almost always slight, 
as shown in Figs. 21 and 22, were recorded in 
6% of all subjects. The total showing these 
acute signs was 9.7%. Most of these acute signs 
were superimposed on the chronic. 


All these signs, both acute and chronic, were 
observed in 63% of the population surveyed. 
Hypertrophied papille were found in slightly 
greater frequency in St. John’s than in the out- 
ports, while the other signs were found more 
commonly in the outports than in St. John’s. 
This difference was especially marked for the 
prevalence of acute signs of swelling and redness 
of the tongue where the sufferers were almost 
all from the outports. 


It is therefore evident that mild acute and 
mild chronic niacin deficiency is of frequent oc- 
eurrence in the population examined. 


Ascorbic acid.—Avitaminosis C in its severe, 
acute, fully developed form is known as scurvy, 
which is characterized by lesions of the gums 
and bones and increased permeability of the 
capillaries, resulting in hemorrhages at many 
sites throughout the body. There are, however, 
other manifestations of avitaminosis C. 


The most frequent and reliable early clinical 
signs of vitamin C deficiency are to be seen in 
the gums. Kruse” reports that this tissue re- 
fleets all degrees of lack of ascorbic acid. He 
states that acute or subacute changes in the 
gums are manifested by redness, swelling, 
tenderness and bleeding with loss of interdental 
papille in later stages usually from secondary 
infection. Chronic changes are shown by thick- 
ening of the gingival tissue manifesting firm- 
ness, either generalized or localized on the 
gingival margin; recession of the gums, ineclud- 
ing the interdental papille, which in its fullest 
development results in their loss; and retrac- 
tion of the gum from the tooth along the gingival 
margin. . He also states that the infection often 


present is secondary and disappears after ad- 
ministration of ascorbic acid for a sufficient 
period. According to a study conducted by the 
Medical Branch of the Royal Canadian Air 
Foree and the Canadian Dental Corps (to be 
reported) there is evidence to show that many 
of the acute and subacute gingival signs are the 
result of an increased liability to infection and 
are in fact of an inflammatory nature. These 
have been caused to disappear in a matter of 
days with a special local treatment without in- 
crease in the ascorbic acid intake. The study 
also showed, however, that when subjects were 
on a low ascorbic acid intake over a period of 
eight months recurrence or development of red- 
ness, swelling, tenderness and bleeding on pres- 
sure occurred more frequently than with control 
patients receiving an adequate ascorbic acid 
intake. There is thus evidence to show that a 
low ascorbie acid intake will result in the de- 
velopment of the above noted gum changes. 

Among the population examined in Newfound- 
land no eases of scurvy were seen. But 41% 
of the persons examined showed obvious redness 
of the gingive (Fig. 24), one-third of this num- 
ber showing redness of a high degree. Forty- 
five -per cent had swollen gums (Fig. 24). 
Tenderness and bleeding on pressure were very 
prevalent. Fifty-six per cent of the persons 
examined showed one or more of the above noted 
signs, 

Fifty-two per cent of all persons seen showed 
recession of the gum tissues; 20% had lost their 
interdental papille (Fig. 25), and 23% had 
retraction (Fig. 26). Thickening of the gingive 
was frequently seen (Fig. 27). Fifty-eight per 
cent of the entire group showed one or more of 
these signs, indicating the prevalence of chronic 
changes. 


One or more obvious signs of either acute or 
chronic gum involvement occurred in 69% of 
the population examined. 


Signs of gum involvement were found in 73% 
of persons examined in outports as contrasted 
with 62% in St. John’s. 

The clinical evidence indicates. a high prev- 
alence of a deficiency of ascorbic acid among 
the people of Newfoundland. 


Teeth. — Dental caries was widespread and 
very prevalent, the condition of many of the 
subjects being indescribably bad. Of 376 per- 
sons examined who were 16 years of age or more, 
154, or 41%, had lost all or nearly all their 
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teeth. This loss of teeth was due not only to 
caries but to the frequent occurrence of severe 
gingivitis (Fig. 28) progressing to periodontitis. 
Young adults not infrequently mentioned that 
from time to time they had removed some of 
their teeth by pulling them out with their thumb 
and forefinger. Edentulous mouths were not 
uncommon in people in their early twenties. 
Maloceclusion of a gross character was observed 
in 20% of all people seen. 

Rickets—Evidences of rickets were encoun- 
tered relatively infrequently (Table IV). It is 
the impression of some of the members of the 
Department of Public Health and Welfare that 
the more severe signs of rickets are not as evi- 
dent now as they were ten years ago. One 
reason for this lack of obvious clinical signs of 
rickets either in the outports or St. John’s is 
that all imported evaporated milk is reserved for 
the use of infants and children. For some years 
most of the evaporated milk shipped to New- 
foundland from Canada and the United States 
has been irradiated. This probably means that 
most of the milk used by infants and children 
is irradiated. It has been shown that the use 
of irradiated evaporated milk will prevent the 
development of those signs of rickets which can 
be readily detected on clinical examination.’ 
Another possible factor in the reduction of the 
prevalence of rickets is no doubt the vigorous 
educational efforts of the Department of Public 
Health and Welfare in promoting the use of cod 
liver oil. 


CHEMICAL FINDINGS 


In the course of this survey analyses were made of 
the following constituents of the blood and urine, using 
the volume of blood, serum or urine indicated in paren- 
thesis: hemoglobin (0.005 ml. blood), serum protein 
(0.005 ml. serum), ascorbic acid (0.01 ml. serum), 
alkaline phosphatase (0.005 ml. serum), vitamin A and 
carotene (0.035 ml. serum), riboflavin (3 to 8 ml. urine), 
and thiamine (25 ml. urine). The blood, a total of 
about 0.1 ml., was obtained by finger puncture. Hemo- 
globin and serum protein were determined from the 
specific gravities of blood and serum measured with the 
gradient tube.28, 29 The nomogram of Phillips et al.30 
was used for calculating the hemoglobin concentrations. 
Ascorbic acid was measured by a microadaptation1 
of the method of Roe and Kuether;32 alkaline phos- 
phatase by a simple procedure using nitro-phenol 
phosphate as substrate;33 and vitamin A and carotene 
by a spectrometric procedure adapted to small volumes.34 
Riboflavin was determined by a modification of the 
Hodson and Norris%5 procedure, and thiamine by the 
Hennessy and Cerecedo3¢ method, using the correction 
factor for F, suggested by Najjar and Ketron.37- In 
order to avoid urine collections made over a measured 
period, the riboflavin and thiamine values were calcu- 


lated in relation to 1 gram of urinary creatinine. This” 


procedure not only greatly simplified the collection of 
urine but furnished what appears to be a more rational 
basis of calculation than the 24 hour excretion, since 


the size and physical development of the individual is 
automatically taken into account. 

Altogether nearly 4,000 analyses were performed. 
For constituents other than hemoglobin and serum pro- 
tein, the samples were analyzed after transport to New 
York. The serum for the ascorbic acid determination 
was at once treated with trichloracetic acid and then 
it and the rest of the serum was preserved and shipped 
on dry ice. Urine samples were preserved with hydro- 
ehloric acid and toluene and kept refrigerated most of 
the time until analyzed. 

It is not to be expected that examination of the blood 
and urine can do more than furnish information as to 
the recent dietary intake of the individual, whereas 
clinical .examination may reveal evidence of past as 
well as present deficiencies. It is therefore to be antici- 
pated that discrepancies might arise between clinical 
and chemical evidence of deficiency, particularly when 
the lesions observed are of a chronic nature. However, 
appropriate chemical determinations should be extremely 
valuable in assessing the individual and group dietary. 
The chemical findings will be described in greater detail 
elsewhere by two of the authors, O.H.L. and P.C.Z. 


RESULTS OF ANALYSES 


For purposes* of comparison, data from a 
group of New York school children from well- 
to-do homes, and presumably well-fed, have been 
included. These data, except for hemoglobin, 
were obtained by the same methods used in the 
Newfoundland survey.. The normal ranges given 
in the text are only approximate and are subject 
to revision as more information becomes avail- 
able. 

Hzmoglobin.—In 19% of the cases observed 
(Table VI) the hemoglobin concentration fell 
below 12 gm. %, and in 5% of the cases it fell 
below 11 gm. % (15.6 gm. % = 100% hemo- 
globin). This is a somewhat greater prevalence 
of moderately low hemoglobin values than was 
observed in the New York school. The preva- 
lence of mild anemia was less in the outports 
than in St. John’s, although the outport Ter- 
renceville had a relatively large number of low 
hemoglobin values. It would appear that 
anemia is not a major problem in Newfoundland. 

Serum protein (normal ranges 6.2 to 8.0 gm. 
%).—The serum protein values fell with but 
few exceptions within what is ordinarily con- 
sidered to be the normal range. Furthermore, 
the group as a whole averaged 6.9 gm. %, which 
is identical with that observed in the New York 
school. In experimental animals the slightest 
protein deficiency which will limit growth will 
likewise produce a slight but demonstrable de- 


crease in the serum protein level.** This sug- 


gests, therefore, that protein deficiency is un- 
common in Newfoundland. 

Phosphatase (normal range 2.0 to 8.0 units 
for children, 1.0 to 3.0 units for adults).— 
Nearly all the serum alkaline phosphatase values 
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Vitamin A 
megm. % 
<30 





% % 
66 we 35 
91 g 15 
370 74 29 





All Newfoundland 





N. Y. School 24 : 5 


for both children and adults fell within normal 
limits, which is an indication of absence of 
vitamin D deficiency. 

Vitamin A and carotene (normal range 30.0 
to 70.0 megm. % for vitamin A, 100 to 300 
megm, % for carotene).—Vitamin A was found 
to be low in the serum. In St. John’s nearly 
three-fourths of those examined had vitamin A 
concentrations under 20 micrograms % and 93% 
fell below 30 micrograms %. The amount of 
vitamin A in the serum tended to be somewhat 
more satisfactory in the outports where only 
42% had levels below 20 micrograms % and 
66% under 30 micrograms %. The reverse 
situation obtained in the outports with regard 
to carotene. 

Thiamine and riboflavin (normal range 150 
to 300 megm. per gram creatinine for thiamine, 
400 to 1,500 megm. per gram of creatinine for 
riboflavin).—The amount of urinary thiamine 
or riboflavin excreted per gram of creatinine 
(average daily excretion of small adult — 1 
gram creatinine) may be considered as roughly 
the amount of the vitamin excreted per day by 
a small adult. Provisionally we have assumed 
that less than 50 megm. of thiamine and less 
than 200 megm. of riboflavin per gram of 
creatinine represent an inadequate intake of 
these vitamins. These standards are in all prob- 
ability conservative. In our experience well- 
nourished persons excrete more than 150 megm. 
of thiamine and more than 400 megm. of ribo- 
flavin per gram of creatinine. Williams, Mason, 


Carotene 


megm. % 
<50 <100 Av. 


Phosphatase 
<18 years >18 years 
units units 
>8 Av. >3 Av. 


7% 
6 


Ascorbic acid 
<0.2 <0.4 Abd. 


1.9 
0.47 
0.49 


Thiamine 
mgm. /gm. creatinine 
<50 <100 Ab. 


Riboflavin 
mgm. /gm. creatinine 
<200 <300 Ab. 
% % % % % 
87 58 83 65 39 61 380 
262 10 24 666 


69 
79 81 6 28 


84 73 44 69 117 30 50 437 


14 146 


Smith and Wilder*® observed mild symptoms of 
thiamine inadequacy when thiamine excretions 
fell below 50 megm. per day. However, by these 
somewhat arbitrary standards half of the New- 
foundlanders examined were getting too little 
thiamine and a third were getting too little 
riboflavin. Rather marked differences were 
found between the urban and rural populations. 
That of St. John’s was distinctly better off with 
regard to these vitamins than was that of the 
outports. 

Ascorbic acid (normal range 0.7 to 2.0 mgm. 
%).—In agreement with the findings of Mc- 
Devitt, Dove, Dove and Wright® the serum 
ascorbie acid levels were low in a large propor- 
tion of the population. In 28% of the cases the 
ascorbic acid concentration was less than 0.2 
mgm. % and in 59% the level was below 0.4 
mem. %. The children had somewhat higher 
ascorbic acid values than the adults. Thus 48% 
of children under 11 years of age and 74% of 
adults over 40 had an ascorbic acid level below 
0.4 mgm. %. The averages for St. John’s and 
for the outports are almost identical. 

The contrast between the Newfoundland and 
the better-fed New York group is striking. 
Sinee neither group was sampled after fasting, 
the very high aseorbie acid levels in the case of 
the better-fed children are understandable. 

In spite of the fact that the blood samples 


Colour photographs by the Clinical Photographic 
Section of No. 7 Photographic Wing, Royal Canadian 
Air Force. Crown Copyright. 





Can. M.A. J. 


Mar.1945, vol. 52 ADAMSON AND OTHERS: NUTRITION IN NEWFOUNDLAND 243 











Fig. 5.—Perifolliculosis—female, aged 
21. Proliferation and engorgement of 
capillaries around hair follicles. 





Fig. 7.—Xerosis conjunctive, severe 
degree — male, aged 63. Marked 
thickening and yellowish brown dis- 
coloration of conjunctiva. 





Fig. 9. 
aged 16. Dry spinous keratotic 
plugs. 





Follicular keratosis—female, 





Fig. 6.—Xerosis conjunctive, moder- 
ate degree—female, aged 31. Local- 
ized thickening with yellow discolor- 
ation of conjunctiva on right side. 





Fig. 8.—Folliculosis, mild degree— 
female, aged 15. ‘‘Goose-flesh’’ ap- 
pearance of the skin (see Fig. +). 





Fig. 10.—Xerosis of skin — female, 
aged 56. Atrophy with dryness, 
scaliness and erinkling. ‘‘ Mosaic 
pavement’? or ‘‘crackled skin’’, 
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Fig. 11.—Cheilosis—male, aged 14. Fig. 12.— Angular 
Swelling and redness of lips. 
Thinned, scaly, wrinkled epithelium. 


stomatitis and 
mild cheilosis—male, aged 8. Well 
developed fissures at each angle of 
the mouth. 


Fig. 13.—Cheilosis—male, aged 11. 
White macerated areas at angles of 
mouth (la perléche). 


Fig. 14.—Cheilosis and angular scars 
—male, aged 16. Acute cheilosis 
superimposed on chronic condition., 
Early purse-string appearance. 


Fig. 15.—Dyssebacia and telangiec- 
tasis of skin of cheek—female, aged 18. 
40. Sealy, greasy flakes in nasolabial 
fold. Also mild blepharitis. 


Fig. 16.—Dyssebacia—female, aged 
Erythema at nasolabial fold. 
Cheilosis of lips also present. 
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Fig. 17.—Circumcorneal injection— 
female, aged 26. Also some general 
conjunctival injection. (White area 
is light reflection.) 





Fig. 19.—Blepharitis, marked — fe- 
male, aged 22. Marked redness and 
swelling of the eyelids. Dried exu- 
date and redness at outer canthus. 





Fig. 21.— Atrophy of papille of 
tongue—male, aged 25. Tongue i3 
thin, almost entirely smooth. 








Fig. 18.—Blepharitis, mild, and sub- 
orbital pigmentation—female, aged 7. 
Slight swelling and crusting of lower 
eyelid. Brownish area below eye. 





Fig. 20.—Hvypertrophy of papille of 
tongue—male, aged 11. 


Fig. 22.— Multiple fissuring and 
slight thinning of tongue—female, 
aged 14. 
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Fig. 23.—Swelling of tongue—male, Fig. 24.—Redness and swelling of 
aged 21. Lateral indentations of gingival tissue—female, aged 25. 
teeth. Atrophy of papille, most Some loss of lower interdental 
advanced at anterior margin. papille. 


Pad 


Fig. 25.—Loss of 
—male, aged 30. 


interdental papille Fig. 26.—Retraction of gum tissue— 
female, aged 7. Around lower teeth 
the swollen gingival tissues are de- 
tached from teeth. 


a 


Fig. 27.—Thickening of gingival tis- Fig. 28.—Loss of teeth—male, aged 
sues—female, aged 8. Readily seen 


sais 


50. Marked thickening of gingival 


in upper gingive. tissues around remaining teeth. 











Can. M.A. J. 
Mar. 1945, vol. 52 


were collected in Newfoundland when more 
fresh fruits and vegetables were available than 
at any other time of the year, it would appear 
from the low blood values that there is a marked 
ascorbie acid inadequacy in the Newfoundland 
diet. 

To summarize, the most notable chemical find- 
ing was the generally low serum concentration 
of ascorbic acid. Carotene levels, and thiamine 
and riboflavin excretions were likewise low but 
in not quite such a high percentage of cases. 
Vitamin A values were below standard in an 
important proportion of the population, and 
there was a substantial prevalence of mild 
anemia. On the other hand, there was no evi- 
dence of deficiency of protein, and the normal 
phosphatase values would lead one to conclude 
that evidences of vitamin D deficiency would be 
of infrequent occurrence. 


DISCUSSION 


Of all the deficiency states observed those as- 
sociated with a lack of vitamin A, riboflavin and 
ascorbic acid were the most frequently encoun- 
tered. While no cases of pellagra were seen, 
there was a high prevalence of chronic changes 
which are known to respond to a prolonged ad- 
ministration of niacin. In view of the previous 
reports on the occurrence of beriberi in New- 
foundland, the investigators expected to find 
widespread clinical ‘evidences of a lack of thia- 
mine. However, no cases of beriberi were seen, 
although clinical signs which result from a lack 
of thiamine were encountered in 6.8% of the 
persons examined. It is recognized that the pres- 
ent clinical tests for mild thiamine deficiency are 
not as sensitive as for the other deficiency states 
studied because the tissues primarily involved, 
namely, the nervous system, are not accessible to 
naked eye examination. This may be the reason 
for the comparatively low prevalence of signs of 
thiamine deficiency. The frequency of symptoms 
which might be attributed to thiamine deficiency 
and the fact that 49% of the persons studied 
showed a thiamine excretion in the urine of less 
than 50 micrograms per gram of creatinine lend 
support to this explanation. 

A study of the food supply in Newfoundland 
in relation to the prevalence of the clinical signs 
of nutritional deficiencies is most enlightening. 
The average available supply of vitamin A 
(Table IIT) is no less than 69% short (see page 
235) of the weighted recommended daily allow- 
ance of the Food and Nutrition Board of the 
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National Research Council and the Canadian 
Council on Nutrition. The supply of thiamine 
is 32% short of the recommended allowance, 
that of riboflavin 51% short, and the average 
intake of ascorbie acid (page 235) 72% short 
Signs related to a lack of vitamin 
A, riboflavin and ascorbic acid were most fre- 
quently encountered. 

The supply of niacin is almost exactly the 
weighted recommended allowance of 14.5 mgm. 
Only milder evidences of chronic niacin defi- 
ciency were seen. The average thiamine supply 
of 0.90 mgm. is relatively high compared with 
the weighted recommended allowance of 1.45 
mgm., and classical signs of thiamine deficiency 
were correspondingly uncommon. The infre- 
quency with which severe anemia was seen and 
the lack of any clinical evidences of protein 
deficiency could be expected in view of the 
available daily supply of 9.5 mgm. of iron and 
88.4 gm. of protein. 

It is evident that there is a close parallelism 
between the dietary inadequacies and the clinical 
findings. 

It is of considerable interest to note not only 
the correspondence between the clinical and 
chemical findings but also their statistical corre- 
lation. In general the chemical data confirm 
the conelusions drawn from the clinical observa- 
tions as to the nutritional status of the people 
of Newfoundland. In evaluating such correla- 
tions as may exist, it must be borne in mind 
that the clinical signs presumably represent the 
result of both past and present dietary inade- 
quacies, whereas the chemical data can at most 
reflect comparatively recent conditions. 

In the case of vitamin A, a significant correla- 
tion could be demonstrated_between serum vita- 
min A levels and the excess tissue in the con- 
junctiva. However, this was only demonstrable 
in the youngest age groups (0 to 10 years). The 
prevalence of other signs of vitamin A deficiency 
in the youngest age group was too small to per- 
mit statistical correlation of them with the 
vitamin A levels; while in the entire sample no 
correlation of these other signs with blood values 
was found. 


No correlation was observed between clinical 
signs of riboflavin deficiency and riboflavin ex- 
eretion. It should be noted, however, that among 
those owning cows the excretion of riboflavin 
tended to be high. Thus in the outports only 
21% of cow-owners excreted less than 200 mgm. 
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of riboflavin per gram of creatinine, while 61% 
of those not owning cows excreted at this low 
level. 

Definite correlation could be established be- 
tween the serum ascorbic acid levels and changes 
in the gums. As might be anticipated, the cor- 
relation was most marked with the signs of 
acute gum change, 1.e., hyperemia, swelling, pain 
and bleeding on pressure. In the group with 


serum ascorbic acid levels of less than 0.4: 


mgm. % there was a 72% prevalence of acute 
gum lesions; whereas in the group with serum 
levels over 0.7 mgm. %, only 51% had acute 
gum lesions. Furthermore, persons with serum 
levels under 0.4 mgm. % had an average grade 
of acute lesion of 1.6 (probable error of the 
mean = 0.07) as compared to 0.9 (P.E.M. = 
0.08) for persons with more than 0.7 mgm. % 
serum ascorbic acid. This difference is statisti- 
eally highly significant. The highest degree of 
correlation between serum levels and either fre- 
quency or severity of lesion was obtained in 
persons under twenty. 

Correlation is not necessarily or invariably to 
be expected between tissue state and blood or 
excretion levels. More often than not it is not 
obtained. Numerous factors and circumstances 
contravene the relationship. The subject cannot 
be covered in brief compass, but two potent 
factors may be mentioned; asynchronism and 
conditioning factors. 


It should be borne in mind that a deficiency 
state once initiated and developed in the body 
in its subsequent course through the years has 
irregular ups and downs in intensity and tempo 
while in the long run usually slowly progress- 
ing.1* Both in the initial evolution and in the 
intensifications and subsidences of the subsequent 
protracted course of the deficiency state, the 
blood level change precedes tissue change and 
occurs more quickly and frequently. Mainly 
the blood level reflects only more recent diet 
intake. On the other hand, tissue change is the 
last event. It takes time to develop pathological 
change in the tissue. It is slower and cumula- 
tive. These characteristics are particularly true 
of chronic deficiency states seen more frequently 
and pronouncedly in older persons. Tissue 
changes accordingly reflect past as well as pres- 
ent deficiency. 


Thus in the inception and in the episodes of 
exacerbation and recession during the course of 
a deficiency state, the tissue and blood changes 


are on a different schedule both in their start 
and in rate of progress. They are not synchro- 
nous; they do not move together. There is a 
lag in the tissue changes. Most of the lesions 
observed, therefore, particularly in chronic 
states, are not contemporaneous with the blood 
level found at the time of examination. Low 
blood levels may exist for variable periods be- 
fore the appearance of morphological change; 
conversely, high levels may be present with such 
changes. Most older persons have cumulative 
changes of the chronic type, regardless of pres- 
ent levels. Despite high blood levels, accumu- 
lated changes might already be there. For these 
reasons, the absence of correlation between 
tissue changes, particularly in older persons with 
chronic accumulations, and blood levels is under- 
stood. 


It has been pointed out by Kruse’® that the 
term ‘‘nutritional deficiency’’ should be used to 
denote a deficiency in the bodily tissues rather 
than in the diet. It is possible for a nutritional 
deficiency to exist with a diet adequate under 
ordinary circumstances but inadequate owing to 
requirements greater than normal for one reason 
or another. Also, a nutritional deficiency pri- 
marily the result of an inadequate dietary in- 
take may be intensified by ofher conditions. 
These other factors have been referred to as 
‘‘eonditioning factors’’.*° For example, it has 
long been known that pellagrous skin lesions 
tend to develop on the parts of the body ex- 
posed to the sun. Sunlight is therefore a con- 
ditioning factor, and no one would think of 
referring to sunlight as a cause of pellagra. . It 
has also been reported that the onset of corneal 
vascularization in riboflavin deficient rats is 
affected by exposure of the eye to light. 
Cheilosis too, is more apt to appear on the lips 
if they are irritated. Similarly, angular stom- 
atitis appears more readily in edentulous people. 
The rugged climatic conditions in Newfoundland 
could be considered as conditioning factors in: 
regard to many of the clinical conditions seen, 
and it is quite probable that some of the signs 
observed would not have been so advanced if 
the people had lived in a more equable climate. 


Conditioning factors may not only intensify 
deficiency states, their absence or diminution 
may minimize the deficiency state. For ex- 
ample, acute infection and dental occlusion, 
particularly with malocclusion, are conditioning 
factors contributing to gingivitis in avitaminosis: 
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C; in older persons with fewer or no teeth and 
less gingival infection, a correlation between 
gingival condition and serum ascorbic acid levels 
would conceivably, as in the present survey, be 
less demonstrable than in younger persons. 
Hence because of asynchronism and condition- 
ing factors, as well as other considerations, the 
lack of statistical correlation generally in sur- 
veys is- understandable. 


Conversely, if positive correlation is found it 
is more likely to be with acute deficiency states 
and with the younger age groups in chronic 
states. Of tissue changes these are most recent 
and, therefore, closest in time relationship to 
the blood sample. It is to be noted that it was 
precisely under these circumstances that corre- 
lations were obtained in the present survey; 
blood levels were related to acute gum lesions of 
avitaminosis C and in early age groups to con- 
junctival changes of avitaminosis A. 


The studies here reported on the available 
food supply, the chemical findings on the body 
fluids and the clinical examination of a repre- 
sentative sample of the population of Newfound- 
land indicate the widespread presence of 
malnutrition which is impairing the health and 
efficiency of the people. Evidences of deficiency 
diseases were encountered in the majority of the 
people examined. The presence of the high 
infant mortality rate and the high death rate 
from tuberculosis are not unlikely the result of 
poor nutrition. 


The extent to which the various elements 
should be taken into account in evaluating the 
clinical expression of nutritional deficiency has 
been examined recently by Platt*! who also dis- 
cusses the planning for the improvement of the 
nutrition of populations. 

Measures to improve the nutrition of the 
people of Newfoundland, some of them suggested 
by the group which undertook this survey, are 
being carried out by the Government. But it 
eannot be sufficiently emphasized that nutrition 
is a many-sided problem which will not be solved 
by any single approach. Hence the situation 
in Newfoundland is ideal for the work of a body 
such as the international organization on food 
and agriculture recommended by the United 
Nations Conference at Hot Springs in 1943.‘ 
When this organization has been established 
(this is expected in 1945), it will be in a position 
to send to Newfoundland at the Government’s 
request specialists in nutrition, agriculture, 


forestry and fisheries—for nutrition is in large 
part an economic problem—to co-operate with 
and assist the local administration in preparing 
a more complete program. These specialists 
would bring to Newfoundland the rich experi- 
ence of other countries, and Newfoundland’s 
experience could later be interpreted for the 
benefit of other countries with similar problems. 
Improvements brought about by this means in 
the nutrition and health of Newfoundland’s 
people would sooner or later be reflected in im- 
proved economic relations with her neighbours. 

The group which earried out this survey de-. 
sires to pay tribute to the Government and 
physicians of Newfoundland for their efforts to 
improve the nutrition of their people. 


SUMMARY 


A study has been made of the nutritional 
status of the population of Newfoundland. The 
subjects of the study were 868 people in the 
city of St. John’s and several of the outports. 
Clinical examinations were. conducted on the 
entire group; in addition chemical analyses were 
made on the body fluids of nearly one-half of 
the subjects seen, the total number of analyses 
being approximately four thousand. An investi- 
gation was also made of the available food 
supply. 

Evidences of nutritional deficiencies due to 
lack of vitamin A, riboflavin and ascorbie acid 
were seen with great frequency. Evidences due 
to lack of thiamine were encountered much less 
frequently, but still in an appreciable number 
of the people. Mild acute and chronic niacin 
deficiency was of frequent occurrence in the 
population examined. Signs of rickets were seen 
in comparatively few subjects. Only moderately 
low hemoglobin values were found in a pro- 
portion of the population and no evidence of 
protein deficiency was encountered. 

Compared with the recommended allowances 
the average available food supply was adequate 
in calories, protein and fat but was extremely 
low in vitamin A, riboflavin and ascorbic acid. 
The supply of thiamine, although relatively 
better than the above noted nutrients, was still 
inadequate. The amount of niacin was at the 
recommended level. Iron was somewhat below 
the recommended level, while the calcium was 
extremely low. It is emphasized that those com- 
ments refer to the average figures, that few eat 
such average amounts, and that the food actually 
consumed by many persons is undoubtedly less 
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satisfactory than suggested by the average 
figures. 

The chemical findings also indicated an un- 
satisfactory intake of these nutrients in a high 
percentage of the population. 

On the whole a close correspondence was 
found between the food deficiencies and the 
chemical and the elinical signs of malnutrition. 

The infant mortality rate and the death rate 
from respiratory tuberculosis were high com- 
pared with the rates for other groups of people 
of the same ancestry. 

The poor nutritional status of the people 
of Newfoundland may well be in large part 
responsible for their impaired health and 
efficiency. | 


The group desires to express its appreciation of the 
excellent arrangements made by Dr. James McGrath, 
Chairman, and Dr. Robert Dove, Secretary, of the Nutri- 
tion Council of the Newfoundland Medical Association, 
Dr. Leonard Miller, Director of Medical Services for 
Newfoundland, and Mr. O. E. Symes, Deputy Secretary 
for Supply. Dr. McGrath, Dr. Dove and Dr. Miller 
assisted in various aspects of the survey. Grateful ap- 
preciation also is expressed to the Misses Mary Jane 
Brook, Elizabeth Davis and Jeanne Lopez of the Public 
Health Research Institute of the City of New York for 
making the various chemical determinations, to Mr. R. 
P. Gage of the Division of Statistics, the Mayo Clinic, 
for assistance in correlations of clinical data and 
preparation of tables and graphs, and to Messrs. Thomas 
A. House and F. Fraser Harris of the Customs Depart- 
ment, Newfoundland. 


REFERENCES 
. Lirtue, J. M.: Beriberi, J. Am. M. Ass., 63: 1287, 1914. 


. Idem: Beriberi caused by fine white flour, J. Am. M. 
Ass., 58: 2029, 1912. 


. APPLETON, V. B.: Observations on deficiency diseases 
in Labrador, Am. J. Pub. Health, 11: 617, 1921. 


. AYKROYD, W. R.: Beriberi and other food deficiency 
diseases in Newfoundland and Labrador, J. Hyg., 
30: 357, 1930. Idem: Vitamin A deficiency in New- 
foundland, Irish J. M. Sc., Series 6, 161, 1928. 


. MITCHELL, H. S.: Nutrition survey in Labrador and 
northern Newfoundland, J. Am. Diet. Ass., 6: 29, 
1930-31. 


. VAUGHN, M. AND MITCHELL, H. S.: A continuation of 
the nutrition project in northern Newfoundland, 
J. Am. Diet. Ass., 8: 526, 1933. 


. STEVEN, D. AND WALD, G.: Vitamin A deficiency; a 
field study in Newfoundland and Labrador, J. 
Nutrition, 21: 461, 1941. 


. McDevitt, E., Dove, M. A., Dove, R. F. AND WRIGHT, 
I. S.: Vitamin status of the population of the west 
coast of Newfoundland with emphasis on vitamin 
Cc, Am. Int. Med., 20: 1, 1944. 


. COCHRANE, J. A.: The Story of Newfoundland, Gin 
& Co., Boston, 1938. 


. Census of Newfoundland and Labrador, 1935, Vol. I, 
Dept. of Public Health and Welfare. 


. Newfoundland Royal Commission Report, Newfound- 
land, 1933. 


. Department of Commerce Bureau of the Census, 
Sixteenth Census of the United States, U.S. Govern- 
ment Printing Office, Washington, 1943. 


. GouLp, C. A.: Trend of the population of England and 
Wales, during the next 100 years, The Lancet, 1: 
944 a 


- London County Council. 


Can. M.A. J. 
Mar. 1945, vol. 52 


. Report of Tuberculosis Survey of Certain Areas of 


West Newfoundland, 1943. 


. Height, Weight Survey of Toronto Elementary School 


Children, Department of Trade and Commerce, 
Dominion Bureau of Statistics, Ottawa, Can., 1939. 


Average Heights and 
Weights of Elementary a Children in the 
County of London, 1938, P. S. King & Sons, Ltd., 
London, 1940. 


. Joint Committee, Combined Food Board, Food Con- 


sumption Levels in the United States, Canada and 
the United Kingdom, U.S. Department of Agricul- 
ture, War Food Administration, U.S. Government 
Printing Office, April, 1944 (Table 42). This report 
is also published in Canada by the King’s Printer, 
Ottawa, and in the United Kingdom by His 
Majesty’s Stationery Office, London, England. 


. Krussg, H. D.: A concept of deficiency —. Milbank 


Memorial Fund Quart., 20: 245, 


. Idem: Medical evaluation of nutritional status. IV. 


Ocular manifestations of avitaminosis A with espe- 
cial consideration of the detection of early changes 
2 = oe Milbank Memorial Fund Quart., 


. WILDER, R. M.: Symptoms and signs of thiamine 


deficiency, Res. Publ. Ass. Nerv. Ment. Dis., 22: 
101, 1943. 


s SEBRELL, W. H. AND ButTLerR, R. E.: Riboflavin de- 


ficiency in man. Preliminary note, Pub. Health 
Rep., 53: 2282, 1938. 


. Kruse, H. D., SYDENSTRICKER, V. P., SEBRELL, W. H. 


AND CLECKLEY, H. M.: Ocular manifestations of 
ariboflavinosis, Pub. Health Rep., 55: 157, 1940. 


. JOLLIFFE, N., FEIN, H. D. AND ROSENBLUM, L. A.: 


Riboflavin deficiency in man, New England Med. J., 
221: 921, 1939. 


. STANNUS, H. S.: Some problems in riboflavin and 


allied deficiencies, Brit. M. J., 2: 140, 1944 


. Kruse, H. D.: The lingual manifestations of aniacino- 


sis with especial consideration of the detection of 
early changes by ao Milbank Memorial 
Fund Quart., 20: 262, 1942. 


. Idem: The gingival manifestations of avitaminosis C, 


with especial consideration of the detection of early 
changes by biomicroscopy, Milbank Memorial Fund 
Quart., 20: 290, 1942. 


. DRAKE, T. G. H., TISDALL, F. F. AND BROWN, A.: 


Irradiated evaporated milk im the prevention of 
rickets, J. Pxd., 8: 161, 1936. 


. LINDERSTROM-LANG, K. AND LANZ, H., JR. : Comp.-rend. 


trav. Lab. Carlsberg, Serie chim., 21: 315, 1938. 


- Lowry, O. H. AND HASTINGS, A. B.: Histochemical 


changes associated with aging: Methods and calcu- 
lations, J. Biol. Chem., 143: 257, 1942. 


. PHILLIPS, R. A., VAN SpyKE, D. D., Doe, V. P., 


EMMERSON, K., JR., HAMILTON, P. B. AND ARCHIBALD, 
R. M.: Copper sulphate method for measuring 
specific gravities, U.S. Navy Research Unit, Hos- 
pital of the Rockefeller Institute for Medical Re- 
search, 1943. 


. Lowry, O. H. AND BESSsEY, O. A.: In preparation. 
. Roe, J. H. AND KUETHER, C. A.: Determination of 


ascorbic acid in whole blood and urine through 
2, 4-dinitro-phenylhydrazine derivative of dehydro- 
ascorbic acid, J. Biol. Chem., 147: 399, 1943. 


. BESSEY, O. A. AND Lowry, O..H.: In preparation. 
. Lowry, O. H. AND BEssgEy, O. A.: In preparation. 
- Hopson, A. Z AND Norris, L. C.: Fluorometer for 


determining riboflavin content of ‘foodstuffs, J. Biol. 
Chem., 131: 621, 1939. 


i Hennessy, D. J. AND CERECEDO, L. R.: The determina- 


tion of free and phosphorylated thiamine by a 
173 1999. thiochrome assay, J. Am. Chem. Soc., 61: 


- NAJJAR, V. A. AND KETRON, K. C.: An improved thio- 


chrome method for the determination of thiamine 
in the urine, J. Biol. Chem., 152: 579, 1944. 


. ZMACHINSKY, A. AND BESSEY, O. A.: Unpublished 


results, 


. WILLIAMS, R. D., MAson, H. L, SMITH, B. F.. AND 


WILDER, R. M.: Induced thiamine (vitamin Bi) 
deficiency and thiamine requirement of man; 
further observatiohs, Arch. Int. Med., 69: 721, 1942. 


. JOLLIFFE, N.: ee co malnutrition, J. Am M. 


Ass., 122: 299, 


- PLATT, B. Si: Sik ed = nutritional research, Brit. 


Med. Bull., 2: 204, 1944 


. United Nations Conference on Food and Agriculture: 


Final Act and Section Reports. United States 
Government Printing Office, Washington, D.C., 1943. 








Can. M.A. J. 
Mar. 1945, vol. 52 


TUCKER: NEUROPATHY 








251 








AN INTERESTING NEUROPATHIC 
JOINT 


By Major F. R. Tucker, R.C.A.M.C. 


NEUROPATHIC joints have been discovered 

in association with numerous neurological 
conditions. The commonest is tabes dorsalis. 
Other known causes are syringomyelia, tumours 
and injuries of the spinal cord, spina bifida as- 
sociated with nerve involvement, peripheral 
neuritis, peripheral nerve injury and leprosy. 
A common factor in each of these pathological 
processes is the disruption of the afferent nerve 
supply to the affected joint. Charcot believed 
that the joint lesions were attributable to destrue- 
tion of the trophic nerve supply to the affected 
joint. This view has not been substantiated by 
subsequent experimental work. The commonly 
accepted belief is that the analgesia of the af- 
fected joint following destruction of its afferent 
nerve supply allows the joint to be subjected to 
excessive trauma. 

The terminology of the neuropathic joints is 
varied and rather confusing. Charcot originally 
described the benign and the malignant types. 
At present, the commonly described types are 
the hypertrophic and atrophic forms. The 
neuropathic joint, however, is liable to constant 
change and the joint undergoes many stages of 
transition from its inception to the final patho- 
GPlogical state. Brailsford has recently claimed 
that neuropathic joints pass through four dis- 
tinct stages: hydroarthrosis, disintegration, 
hypertrophy and atrophy. The sequence is not 
repeated and the only variation is the omission 
of the first stage when the process of disintegra- 
tion is initiated by severe trauma. 

Most neuropathic joints pass through this 
sequence of changes and are gradual in onset 
and insidious in progress. In a series of 88 
neuro-arthropathies, Wile and Butler noted that 
86% of the cases were of this type and that 
14% were of an acute variety. By the term 
‘‘acute’’ is meant that the stage of disintegra- 
tion is sudden in onset and there is rapid de- 
struction of bone. The bones, as Boyd so vividly 
describes it, ‘‘melt away like snow before the 
sun’’. This rapid disappearance of bone has 
shrouded the subject with an air of mysticism 
for many years. 

The acute process of disintegration has been 
attributed to two conditions. Eloesser has beau- 


tifully demonstrated that trauma in a limb 


rendered anesthetic by the resection of the pos- 
terior roots, leads to the grotesque lesions of 
bones and joints that are in every way the 
counterparts of tabetie fractures and arthro- 
pathies. Trauma and the lack of warning sense 
of pain were considered by Eloesser to be the 
cause of most tabetic lesions. Wile and Butler 
investigated the frequency of a history of 
trauma in 76 eases. Forty-seven (62%) could 
not recall an incident of trauma to the part. 
Although this may mean that major trauma is 
not necessary for the development of a neuro- 
pathie joint, it does not preclude the effects of 
frequently repeated minor insults to the joint. 
It is a commonly held conception that trauma is 
the exciting cause of Charcot’s joints; analgesia 
due to afferent nerve involvement is the predis- 
posing factor. The more severe the trauma, the 
more acute are the joint manifestations. Sota- 
Hall and Haldeman have observed that pyogenic 
infection of a neuropathic joint will hasten the 
process of disintegration. 

Shands’ has studied the synovial fluid of 
neuropathic joints and has found two knees in- 
fected with streptococci and one shoulder in- 
feeted with staphylococci. The portal of entry 
of the organisms is not mentioned, and note is 
not made of the condition of the skin overlying 
the joints concerned. 

The following case is reported as an example 
of an acute neuropathic joint secondary to tabes 
dorsalis. It was accompanied by local and sys- 
temie signs of acute inflammation. Efforts to 
demonstrate a secondary’ pyogenic infection 
failed, Whether the inflammatory signs were 


-due to the acute process of disintegration or to 


an undetected secondary infection is not known. 


CASE REPORT 


D.M.B., male, age 38 years. Complaint: progressive 
swelling of left foot. 

Family history.—His father had died at the age 
of 68 from a stroke. His mother died suddenly when 
the patient was 6 years old. 

History of present illness.—For one month prior 
to admission to the hospital the patient had noted 
that his left foot was somewhat swollen; it became 
so large that he had difficulty in lacing his boot. He 
was ambulant as a busy army cook until the time of 
his admission to hospital, and his only complaint was 
pain in his foot from tight lacing of his boot. No 
history of injury to the left foot. No history of any 
previous illnesses. 

The general physical examination showed nothing 
remarkable. The blood pressure was 110/80, and the 
special senses, heart, lungs and abdomen were normal. 
X-ray of the chest showed lungs to be normal. 

Extremities.—The left foot was markedly swollen 
in the region of the transverse tarsal joint. It was 
reddened and was the seat of local increase in tem- 
perature. No tenderness could be detected on palpa- 
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tion of the foot or on manipulation of the part. Bony 
crepitus could be heard and felt on manipulation of 
the foot and it elicited no pain. The skin was thin, 
glossy and reddened but was intact. The bones and 
joints of the other extremities were clinically normal. 

Neurological examination.—Cranial nerves, intact. 
Biceps and triceps reflexes were brisk and bilaterally 
equal. Abdominal reflexes, sluggish. Cremasterics, 
present. Knee jerks, bilaterally active and equal. 
ankle jerks, bilaterally absent. Plantar response, 
normal. No ankle or patellar clonus. Romberg’s test, 
normal. Touch, temperature, skin pain, vibratory and 


proprioceptive sense were normal. 

Clinical findings.—Pulse 80 to 90 per minute. Tem- 
It gradually sub- 
Respirations normal. 


perature varied between 99 to 102°. 
sided in three weeks. 





Fig. 1.—Antero-posterior and lateral oblique films 
of left foot showing destruction of the cuneiform 
bones, the metatarsal bases and the distal surfaces of 
the cuboid and navicular bones. Considerable amount 
of bony detritus is present. 


Laboratory findings.—Blood count: Hgb., 78%, red. 


blood cells, 4,320,000, leucocytes, 12,000, colour index, 
0.91. Differential white cell count: neutrophils, 58%, un- 
segmented neutrophils, 6%, eosinophils, 1%, monocytes, 
5%, lymphocytes,.30%. Blood sedimentation rate: 28 
mm. in a 50 mm. tube in one hour, Adamson activity 
index + 88. Blood Wassermann reaction: positive (+). 
Urinalysis: specific gravity, 1.023, albumen, 0, sugar, 0, 
microscopic, negative. Cerebrospinal fluid: pressure, 140 
mm. of water, fluid clear. Queckenstedt’s test, brisk. 
Globulin, no increase. Cells, normal. Mastic reaction, 
negative. Wassermann reaction, positive (+++). 
Mantoux test (1:1,000 O.T.): positive (++). 

Examination of aspirated fluid removed from left 
tarsal region. Smear: no organisms present (also 
stained for tubercle bacilli). Pus cells, chiefly neutro- 
phils, present—abundant. Culture, no growth. Culture 
for tubercle bacillus also showed no growth. The 
fluid removed was described as ‘‘viscous fluid, with 
some pus and blood’’. 


SUMMARY 


1. Painless destructive lesion of left tarsus. 

2. Loeal signs of acute inflammation with the 
presence of polymorphonuclear leucocytes in the 
‘*pus’’ 

3. No organisms present in smear and culture. 

4. Argyll Robertson pupils. 

5. Ankle jerks absent. 
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MENINGITIS 


6. Positive spinal fluid and blood Wassermann _ 
reactions. 

7. Elevation of temperature to 102°, rapid 
sedimentation rate and raised leucocyte count 
and no other demonstrable focus of infection. 
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PREVENTION, TREATMENT AND END 
RESULTS OF MENINGITIS* 


By Nelles Silverthorne, M.B. 
Toronto 


MENINGITIS IN CHILDHOOD 


[N 1942 a report on meningitis in childhood 

from our results at the Hospital for Sick 
Children, Toronto, between the years 1919 and 
1941 was presented.’ This report contained 
references to the main bacterial types of puru- 
lent meningitis and to tuberculous meningitis, 
Sinee that time we have had further experience 
with two of the more common forms of menin- 
gitis, namely meningococcal and influenzal. It 
is with reference to these types that I wish to 
deal. In the analysis of these two bacterial 
types of meningitis I shall particularly refer to 


the incidence, the clinical, bacteriological, thera- 


peutie aspects and the end results of treatment. 


MATERIAL 
The histories of all patients with bacterio- 
logically proved influenzal meningitis and 


meningococeal infection (including meningitis) 
have been reviewed. Bacteriological investi- 
gations have been carried out on all patients 
treated by more recent methods in which serum, 


*From the Hospital for Sick Children, and the 
Department of Pediatrics, University of Toronto, 
under the direction of Alan Brown, M.D., F.R.C.P. 
(Lond.) and from the Connaught Laboratories, Uni- 
versity of Toronto. 

Read at the Seventy-fifth Annual Meeting of the 
Canadian Medical Association, Toronto, May 24, 1944. 
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serum and chemotherapy, or chemotherapy 
alone, have been used. From 1919 to the 
early part of 1944, 166 cases of influenzal 
meningitis and 271 cases of meningococcal in- 
fection, all bacteriologically proved, have been 
analyzed. The incidence of these diseases has 
been much the same as previously reported.’ 
Influenzal meningitis has been sporadic from 
1919 to 1944. Meningococcal meningitis has 
been for the most part sporadic, occasionally 
showing a tendency to epidemic proportions 
(Graph 2). 


INFLUENZAL MENINGITIS 


From 1919 to January of 1944, 166 patients 
with influenzal meningitis (bacteriologically 
proved) have been admitted to the hospital 
for treatment. Seventy of these patients 
were admitted some years ago and did not 
receive any treatment with serum or sulfon- 
amide. Only one of these patients recovered, 
a case fatality of 98% (see Table I). Fifty 


TaBLeE I. 


INFLUENZAL MENINGITIS—166 Cases 
Hosprra For Sick CHILpREN, 1919—January, 1944 
Ninety-six cases treated with serum or drug or combined. 


Case 
fatality 
Type of treatment Cases Recovered % 

CN iro ata wa een 70 1 98.0 

SI lie ee ee 50 11 78.0 

Servm*+Sulfonamide........ 20 5t 75.0 
Immune rabbit serum (conc.) 

+Sulfonamide............ 16 8 50.0 

Sulfonamide................ 10 5 50.0 


*Anti-influenzal meningitis horse + human serum 
(Fothergill) or immune guinea pig serum with or without 
anti-influenzal horse serum. 

'* TOne of these subsequently died of pneumococcic 


meningitis. 

patients were treated with various types of sera 
intravenously and intrathecally as well as with 
other general measures.’ This serum was either 
the type used as described by Ward and 
Wright,’ Ward and Fothergill? and Fothergill*® 
consisting of anti-influenzal meningitis horse 
serum (complement), or immune anti-influenzal 
meningitis guinea pig serum and anti-influenzal 
meningitis horse serum; the latter types of sero- 
therapy were described by Silverthorne e¢ al.‘ 
and by Silverthorne et al.5 In this group there 
were 11 recoveries,’ a case fatality of 78%. 
Twenty patients were treated with one or other 
of the aforementioned methods of serum therapy 
and one of the sulfonamides. In this group 5 
patients recovered, a case fatality of 75%. Six- 


teen patients were treated with immune anti- 
influenzal meningitis (concentrated) rabbit 
serum and one of the sulfonamides (usually 
sulfadiazine and occasionally an initial intra- 
venous dose of sulfapyridine). In this group 
there were 8 recoveries, a case fatality of 50%. 
Ten patients were treated with sulfonamides ex- 
elusively (usually sulfadiazine orally, 6 grains 
per pound per day, and occasionally an initial 
dose of sulfapyridine intravenously). Five of 
this group recovered, a case fatality of 50%. 
Two patients have been treated with sulfona- 
mides (sulfadiazine) who are not included in 
the total of 166 patients. These children showed 
the presence of Gram-negative bacilli in smears 
of the spinal fluid, yet the culture of samples 
of their spinal fluid was sterile. It was felt that 
these two children had influenzal meningitis and 
that cultures of the spinal fluid failed to reveal 
growth on account of the large doses of sulfona- 
mide administered. Our recovered patients have 
been followed from 4 months to as long as 10 
to 13 years. Only 2 patients are mentally de- 
fective, the remainder are normal mentally, Two 
of the patients with normal mentality are deaf. 
Seventy-one spinal fluid cultures have been 
examined from our patients with influenzal 
meningitis (see Table II). Seventy of these 


TaBLeE II. 
INFLUENZAL MENINGITIS—BACTERIOLOGICAL DaTa 


I ing 5.0's 6 +R nds sp ecnwntes<s 71 

Agglutination in Type ““B” immune serum 70+ 

Precipitin reaction in Type “B” immune . 
0+ 


cultures have been type ‘‘B’’ and one culture 
did not agglutinate with any one of the Pittman 
type, A, B, C, D, E or F serum. Typing has 
been carried out by a number of methods. All 
of the 70 strains of type ‘‘B’’ agglutinated with 
immune type ‘‘B’’ rabbit serum and showed a 
precipitin reaction in type ‘‘B’’ serum when 
Pittman’s method of typing was used. Recently 
we have demonstrated ‘‘halo’’ formation in type 
‘*B’’ immune rabbit serum agar plates.® 


MENINGOCOCCAL INFECTIONS AND MENINGITIS 

From 1919 to the latter part of April, 1944, 
271 patients have been admitted to the hospital 
with bacteriologically proved meningococcal in- 
fections. Of these, 122 cases were treated with 
polyvalent anti-meningococeal serum intraven- 
ously or intrathecally, or by both routes, in 
addition to other general measures used in treat- 





254 


ment described previously.” In this group there 
were 82 recoveries, a case fatality of 33% (see 
Table III). Fifty-six patients were treated with 
serum and sulfonamides with 50 recoveries, a 
ease fatality of 11%. Seventy-eight patients 
were treated with sulfonamides with 66 re- 
coveries, a case fatality of 16%. From 1939 to 
the latter part of April, 1944, there were 23 


TABLE III. 


MENINGOCOCCAL INFECTIONS AND 
MENINGITIS—271 CasEs 
HospiraL For Sick CHILDREN, 1919—AprIL, 1944 





Case 


fatality 
Type of treatment Cases Recovered % 
82 33.0 
Serum+ chemotherapy... . 50 11.0* 
Chemotherapy 66 16.0¢ 
No time for treatment 0 100.0 
No treatment t 3 0 


*One case of fulminating type, if eliminated from 
series case fatality 10%. 

tTen cases of fulminating type, if eliminated from 
series case fatality 3%. 

tThree cases of meningococcemia recovered co-inci- 
dent with increase of bactericidal power in blood. 


NUMBER OF CASES 


1939 1940 1941 1942, 1945 1944 


Graph 1.—Fulminating cases of meningococcal in- 
fection from 1939 to end of April, 1944. 


fulminating cases. One fulminating case was 
in the serum-chemotherapy group and 10 ful- 
minating cases were in the chemotherapy group. 
If these cases were excluded from the series, the 
ease fatality in each of these groups would be 
reduced to 10 and 3% respectively. An addi- 
tional 12 patients of the fulminating type were 
comatose on admission. These patients died 
before any serum or chemotherapy could be 
administered. It is obvious that in the last four 
years there has been a noticeable increase in 
fulminating cases (see Graph 1). From 1939 
to the latter part of April, 1944, there were 
28 cases of meningococcemia without meningi- 
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tis; 17 of these recovered. Three cases of the 
17 which recovered were not treated with serum 
or sulfonamides. These 3 cases have been pre- 
viously reported.® Eleven of the 28 cases of 
meningococeemia were of the fulminating type 
and died. 


From 1919 to 1938 most of the cases of men- 
ingococeal infection were sporadic in their oc- 
eurrence in children. From 1940 to the latter 
part of April, 1944, there has been a definite 
yearly increase in the number of cases of men- 
ingococeal infection admitted to the hospital. 
In Graph 2 one observes an increase from 8 cases 
in 1938 and 1939 to 22 cases in 1940, to 44 cases 
in 1941, to 32 cases in 1942, and to 36 cases in 
1943. During the years from 1939 to 1943 there 
were changes in the incidence of bacterial types. 
Between 1936 and 1939 the types were mainly 
type II. Between 1939 and 1941 some increase 
in both group I and type II strains occurred. 
Most noticeable was the marked increase in 
group I compared to type II during 1941. 
During 1943 there was an increase of type II 
over group I strains, which has been usual in 
our past experience. 

Although all patients with meningococcal in- 
fections have not been followed to ascertain 
whether they are normal mentally or not, those 
patients treated with sulfonamides or serum or 
both who have been re-examined have had nor- 
mal intelligence quotients. All patients treated 
with chemotherapy have been quite normal 
mentally before being discharged from hospital. 


DISCUSSION 


From the evidence presented, it is obvious that 
the use of chemotherapy in influenzal and men- 
ingococeal meningitis has been largely respon- 
sible for reducing the duration of the disease 
and the number of deaths in these two diseases. 
From our results in influenzal meningitis it does 
not appear that concentrated anti-influenzal 
meningitis immune rabbit serum used in con- 
junction with sulfonamides is superior to the use 
of sulfonamides alone. Certain cases of in- 
fluenzal meningitis are clinically less severe than 
others. These less severe cases respond more 
quickly to either of the two aforementioned 
methods of treatment. In fact, some of our pa- 
tients in the past have been so slightly ill that 
the spinal fluid has been very rapidly sterilized 
and has remained sterile, the patients recovering 
promptly. Most cases, however, are very difficult 
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to treat and the spinal fluid 
cultures on occasion are repeat- 
edly positive. It is our belief 
that very large doses of sulfon- 
amides (initial intravenous sul- 
fapyridine followed by large 
oral doses of sulfadiazine, 6 
grains per pound per day) given 
early in the disease are respon- 
sible for our lower ease fatality 
rates, 

Our recovered cases have been 
followed from a_ period of 
months to years. Certain pa- 
tients immediately after recov- 
ery and after sterilization of 
their spinal fluid have appeared 
to have a hopeless prognosis 
from the standpoint of normal 
mentality. After observation 
over months and years, these pa- 
tients have returned to normal 
mental and _ physical health 
without sequele. 

From 1939 to 1943 there has 
been a marked increase in the 
incidence of meningococeal in- 
fection compared to the previous 20 years. With 
this increase in incidence, there has been an 
increase in eases of meningococcemia without 
meningitis and in the number of fulminating 
cases, as may be noted in Graph 1. The com- 
monest clinical type, namely the acute meningeal 
form, has not been more severe than formerly. 
As a result of sulfonamide therapy the duration 
of the disease has been reduced and a marked 


decrease in the death rate has been noticeable.. 


The use of an initial dose of sulfapyridine intra- 
venously along with sulfapyridine orally in doses 
of two grains per pound per day has been very 
satisfactory in treatment. Exelusive of those 
eases which die rapidly, in which there is no time 
for the administration of the drug, the case 
fatality rate has reached the low figure of 3%. 
The patients who have recovered since the use 
of chemotherapy and who have been re-examined, 
have been found to be perfectly normal both 
mentally and physically. All cases of meningo- 


coceal infection have been proved either by 
finding Gram-negative diplococei in smears of 
purpurie lesions or by culture of the blood or 
spinal fluid. 

In most cases cultures have been obtained and 
_ have been shown to fill all characteristics which 


1338 





1941 


1939 1940 1942 1345 1944 


Graph 2.—Total number of patients—meningococcal infection 1938 
to end of April, 1944. 


identify them as meningococci. They have ag- 
glutinated with polyvalent antimeningococeal 
serum. All cultures obtained, which have sur- 
vived subculture, have been typed. Most strains 
reveal that they belong to group I or type II, 
but some strains were so broad they eross- 
agglutinated in absorbed sera. The typing re- 
sults reveal findings that have been commented 
on previously,® namely that the sporadic disease 
usually is caused by type II strains, whereas 
during inerease in the number of cases approach- 
ing epidemic proportions there is a decided rise 
in the incidence of group I strains. The only 
exception we have noted to this finding is that 
in 1943 there were 20 patients with type II in- 
fections as compared to 11 patients with group 
I infections. This may possibly be the first 
indication of a return to a small number of cases 
of the sporadic type. On the other hand it is 
possible that type II infections may be respon- 
sible for increased numbers of cases in certain 
In both diseases we still believe that in 
addition to sulfonamide therapy, continuous 


years. 


intravenous glucose-saline injections, repeated 
lumbar drainage, and on occasion, blood trans- 
fusions should be used. 
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SUMMARY 


1. One hundred and sixty-six cases of in- 
fluenzal meningitis and 271 cases of meningo- 
eoceal infection (all bacteriologically proved) 
have been reviewed. 

2. The use of sulfonamides has been the most 
important method of treatment in shortening 
the course of and in reducing the case fatality 
in these diseases. 


3. Influenzal meningitis has been sporadic in 
its occurrence. Meningococcal infections have 
been sporadic until 1939. From 1940 to 1943 
there has been an increase in the incidence of 
eases of this infection. ‘ 


4. Bacteriologically, 70 of the 71 spinal fluid 
strains examined from patients with influenzal 
meningitis have been type ‘‘B’’. Meningococcal 
infections, during a sporadic occurrence of the 
disease have usually been caused by strains of 
type II. During an increase in the incidence of 
this infection in 1941 and 1942, there was a 
marked increase in the oceurrence of group I 
strains. The one exception to these findings was 
in 1943 when 20 strains examined were found 
to be type II and 11 strains were group I. 


5. Most patients with influenzal meningitis, 
followed from months to years after their re- 
eovery have been found to be normal mentally 
and physically. All patients with meningo- 
coceal infection treated with serum and sulfona- 
mides or sulfonamides only, on discharge from 
hospital have been found to be normal mentally 
and physically. Some of these patients have 
been examined months and years later and have 
been found normal mentally and physically. 
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Government is such an important business at the best 
that it is more important that people should have the 
system which they like than a better system which they 
like less.—Lord Milner. 


SOME ESSENTIALS IN THE 
EXAMINATION OF THE EAR* 


By G. E. Hodge, M.D. and 
E. E. Scharfe, M.D. 


Montreal 


ETHODS used in the examination of the 

deafened must always be of great interest 
and importance to the otologist. During recent 
years many methods previously regarded as 
standard otological procedures have undergone 
great change. This has been largely due to the 
development of modern audiometry, which has 
altered many former ideas on the physiology and 
pathology of the ear. Yet, in some of the recent 
literature advocating new methods or treatments, 
it is difficult to assimilate and to assess the 
value of the recommendations of these authors. 
Erroneous conclusions are frequently drawn be- 
cause of insufficient study and lack of stand- 
ardization of the examinations advocated. This 
has occurred because methods of precision have 
not been available or have not been considered 
necessary. 

The otologist today is faced with two condi- 
tions which induce him to focus his attention 
upon hearing and its problems. In former years 
the testing of hearing occupied only a portion 
of his time, sometimes only a relatively unim- 
portant portion. Suppurative conditions of the 
ear and sinuses, whose treatment often afforded 
dramatic results, occupied most of his attention. 
With the decline in these suppurative lesions, 
the otologist is faced with the challenge of a 
tremendous inerease in hearing casualties due 
to modern conditions of life, and the reaction of 
the ear to noise from war and civilian occupa- 
tions. As a form of therapy, he has also had to 
consider the remarkable advances in the develop- 
ment and fitting of hearing aids. Commercial 
firms have not been slow in seeing the possi- 
bilities which these advances have made. They 
are already advertising and speaking with 
authority upon some phases of our specialty. 

In view of the changes which have occurred 
in the testing of hearing, it would seem logical 
that a eritical review of the otological methods 
in use in university and teaching centres should 


* From the Department of Otolaryngology, Montreal 
General Hospital. 


Read at the Seventy-fifth Annual Meeting of the 
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be made. We may thus evaluate our methods 
not only of teaching but of routine examinations 
in otology. Recent papers upon ear examination 
from Boston’ are evidence that this subject is 
_under consideration in other centres. We pro- 
pose in this presentation to deseribe the routine 
followed in the examination of the ear at the 
Montreal General Hospital. 

Commenting upon the value of the various 
hearing tests, Wishart,? in a recent article, em- 
phasizes the fact that ‘‘the diagnosis of deafness 
will depend, as it always has, upon good history 
taking, a thorough examination and good hear- 
ing tests’’. The assumption is made that these 
procedures are not always carried out by those 
making an examination of the ear. No ear ex- 
amination can be accurate and sufficient unless 
it includes a complete: history and clinical ex- 
amination, supplemented by all the aid that 
modern audiometry, under suitable conditions, 
can give us. To this should be added the labora- 


tory aids and tests so essential in modern medi- 
cine. No paper advocating therapy, whether 
operative or medicinal, should be accepted unless 
all such necessary data are presented. Only 
in this way can we hope to increase the knowl- 
edge of otology, standardize procedures and 
develop such precise methods as have made the 
examination of the eye so successful. It has 


. been said that it took a century for optics to 


develop to a point where a prescription could 
be filled. As a result of the increasing interest 
in audiometry and the scientific work being done 
on noise and speech in its relation to the ear, 
otologists may justly hope that the prescription 
principle for hearing aids is not far distant. 
Special ear clinic—After long experience we 
believe that there should be a clinic for hard-of- 
hearing cases only. Such a clinic allows suffi- 
cient time for the individual study and care 
which these cases demand. The opportunity is 
also afforded for the instruction of interns, 


Cuart I. 
Ear Case (History) 


OccuPATION: 
fumes: dust: temperature changes. 


I. CompLaInts AND History oF PRESENT CONDITION: 
, Duration and progress of symptoms with relation to: - 
(a) Adolescence (6) Menstruation (c) Pregnancy (d) Menopause (e) Age of patient. 


1. Hearing loss........... 
2. See SSS earns 
3. Other complaints re ears 


(A) Occurrence. 
(B) Constant or intermittent. 


II. VERTIGO: 


consciousness. 
(D) Progress. 
III. Past History: 


(C) Description of attack—(a) Duration. 
tion of falling. (d) Nausea and vomiting. (e) Presence, absence or increase of tinnitus. (f) Loss of 


MontTREAL GENERAL HospiTau No............... 


Present and past occupations (Canada or other countries) with special reference to noise: chemical 


(b) Rotatory or non-rotatory. (c) Tendency to and direc- 


1. Diseases of childhood especially Scarlet Fever, an Measles. 
2. Ear, Nose and Throat diseases and operations (specify). 


3. Serious illnesses, in particular: 


Meningitis or Encephalitis, Rheumatic Fever (Salicylates), Influenza, Malaria (Quinine or other treatment), 
Typhoid, other Fevers, Syphilis and treatment, Diabetes (Insulin). 


4. Diseases of Central Nervous System. 


5. Psychological Factors—Hysteria, Malingering, etc. 


6. Trauma: 


(a) Direct Trauma to Ear (perforation and burns, etc.). 
(b) Exposure to sudden excessive noise, explosions, etc. 
(c) Birth injuries, Head injuries and Concussions, Skull Fractures. 


(d) Electric Shock. 


oom 


. Endocrine disturbances and treatment— 


Menstrual history, Pelvic operations (specify). 


Thyroid disease and operations. 
9. Habits: : 
Tea, coffee, alcohol, tobacco. 


. Allergy—Hay Fever, Asthma, Eczema and Urticaria. 


Habitual use of any drug or medicine such as tonics, purgatives, sedatives, etc 


Exercise, use of Fire Arms. 
Musical Ability. 
IV. Faminy History: 
1. Deafness or other Ear complaints. 
. 2. Allergy. 
3. Nose, Throat, and Sinus. 


Any Oruer Factors INFLUENCING THE SYMPTOMS. 


SUMMARY. 
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students and nurses. All of our hard-of-hearing 
cases, with the exception of active suppurative 
lesions, are referred to this clinic, which is held 
one day per week. 

Medical history.—An otological history should 
be complete and accurate, All details relevant 
to the ear should be noted and essentials stressed. 
A history form is of value to the intern for 
guidance. The one used at the General Hos- 
pital is shown in Chart I. It is arranged as a 
medical history report, and is easier to follow 
and understand than an unrelated mass of detail 
noted indiscriminately. 

By following this history form the important 
points necessary in the diagnosis will be ob- 
tained. In this presentation only a few items, 
not usually given sufficient attention, will be 
emphasized. Occupation present and past is 
one, vertigo is another. Specific illnesses when 


inserted should inelude a note regarding their 
therapy and its duration. A history of trauma 
may form the link in a difficult diagnosis. Falls 
on the head or blows upon the ear are frequently 
forgotten. 


It is difficult to estimate the amount 


Cuart II. 
CLINICAL EXAMINATION OF THE EAR 


1. Type of individual: 
(a) Fair, dark, short, tall, thin, obese. 
(b) Temperament. 
(c) Type of skull (x-ray). 
. Clinical examination of: 
(a) Nose, nasopharynx, pharynx, sinuses, teeth and 
palate. 
(b) Otoscopic examination. 
(1) Colour and thickness of tympanic membrane. 
(2) Lustre and light reflex. 
(3) Middle ear structures. 
(4) Malleus. 
(5) Tenseness of drum and mobility of malleus. 
(c) Eustachian tube: 
(1) Nasopharynx and Eustachian orifice—naso- 
pharyngoscope. 
(2) Valsalva—with mercury manometer. 
(3) Toynbee—positive or negative. 
(4) Catheterization. 


. Examination of cochlea and labyrinth: 
(a) Hearing in sound-proof room. 
2A Audiometer. 
(1) Air conduction. 
(2) Bone conduction with masking in untested ear. 
(b) Effective speech threshold. 
(c) Precision tests. 
(1) Therapy cases. 
(2) Tinnitus localization and loudness. 
(3) Suspected malingering. 
(d) Vestibular tests. 
(1) Rotation. 
(2) Caloric. 
. Special examinations: 
(a) Physical examination, urinalysis, blood pressure. 
(b) X-rays of sinuses. 
(c) Basal rate—repeated if change from normal noted. 
(d) Wassermann—repeated if positive. 
(e) Blood count, red, white and hemoglobin. 
(f) Neurological examination when indicated. 
5. Summary and conclusions. 
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of trauma that may occur to the inner ear by 


‘even a slight head injury. The presence or 


absence of tinnitus in these cases should be 
referred to. 

Allergy, endocrine disturbances and the habits 
of the patient, particularly in adults, are essen- 
tial questions. The history should include an 
inquiry as to the use of fire arms. Musical 
ability and training may be of importance in 
testing the hearing of pure tones. 

A summary of any important features of the 
history should complete this part of the exami- 
nation. 


CLINICAL EXAMINATION 


The initial clinical examination (Chart IT) is 
made by one of the staff and the report dictated. 
As with history taking, we intend merely to 
point out the procedure followed and to make 
some observations regarding these examinations. 

As a matter of record we are interested in 
noting what type of individual becomes deaf. 
By studying the sinus plates, and particularly 
the lateral plate of the skull, we are attempting 
to classify these individuals into different groups 
as suggested by Mortimer.’ 

In the otoscopic examination a detailed de- 
scription of the tympanic membrane should be 
stressed. While each otologist may have his own 
mental picture of ‘what is normal, that picture 
may differ from that which others hold. Uni- 
formity of examination can only be attained 
by describing what is seen. The indefinite terms 
‘‘normal’’ and ‘‘negative’’ applied to the oto- 
scopic examination of the tympanic membrane 
have seldom any meaning. It is worthless in the 
instruction of students or interns. : 

Eustachian tube.—Considering the volume of 
recent literature on the ear and its diseases the 
Eustachian tube has probably not received the 
attention it merits. Most otologists are aware 
of the part it plays in acute suppurative and 
acute catarrhal infections of the middle ear. 
Few, however, have paid sufficient attention to 
its detailed anatomy and physiology and the 
part it plays in the more chronic type of deaf- 
ness. Clinical examination of the ear which does 
not include a careful study of the Eustachian 
tube may easily miss some of the necessary data 
essential to the diagnosis of ear lesions. 

The first part of the examination consists of 
a careful study of the nasopharynx and Eusta-— 
chian orifice by the nasopharyngeal mirror and 
nasopharyngoscope. This should include a note 
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on the action of the muscles which control the 
Eustachian orifice, We have not had the op- 
portunity that Crowe and his co-workers* had, 
of examining a large number of school children. 
No data can, therefore, be given on the fre- 
quency of granulation tissue and adenoid re- 
mains in the region of the Eustachian orifice in 
this age group. In young and adult patients, 
however, we have been more impressed by the 
presence of adhesions about the tube and by 
thickening, injection and edema of the orifice. 


The next important step is to test the patency 
of the Eustachian tube. A quantitative deter- 
mination of the pressure required to open it 
should first be attempted. This is done by using 
a mercury manometer and observing the tym- 
panic membrane while the patient inflates his 
own ears by the Valsalva manceuvre. Perlman® 
did some interesting work on this subject in 
1939 and describes the method as follows: ‘‘The 
mercury manometer of a blood pressure ap- 
paratus is connected by rubber tubing to a glass 
bulb nasal suction tip. The subject puts this 
firmly into one nostril and blows into it while 
he closes the other nostril with a finger. The 
examiner listens with an auscultating tube as he 
watches the level of the mereury column.”’ 

It is difficult in some cases to hear the faint 
low pitched ‘‘lub’’ which is the description 
given to the sound made by the entrance of the 


air into the middle ear and the outward dis-. 


placement of the tympanic membrane. This 
sound is sometimes masked by adventitious 
sounds made by movements of the auscultating 
tube. 


Movement of the tympanic membrane may 
also be observed with the electric otoscope. 
Bulging is most noticeable in the posterior 
superior quadrant. There are two distinct types 
of movement, (1) a sudden outward displace- 
ment and (2) a gradual bulging. It is doubt- 
ful if the auscultation sound in the latter would 
be audible. For these reasons we prefer to 
observe the tympanic membrane while an as- 
sistant watches the level of the mercury column 
and reads off the pressure. 

Perlman® found that ‘‘the Eustachian tube 
offers a minimal resistance of 20 mm. of mereury 
in a subject in the erect posture, yet a much 
greater resistance (60-+-) appears to be com- 
patible with normal auditory function.’’ An 
examination of twenty student nurses with nor- 
mal hearing and no history of ear disease, at 
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the Montreal General Hospital, showed that the 
average amount of pressure required to open 
the tube was 33 mm. of mereury. Only one 
subject required less than 20 mm., four required 
over 40 mm., and of these four one required 60 
mm. This test is undoubtedly of value in de- 
termining if the Eustachian tube is patent. It 
is also of value as a test for abnormal patency, 
but as to its value in determining the degree of 
Eustachian obstruction, further investigation is 
necessary. 

Another procedure which we use is the Toyn- 
bee manceuvre which briefly is the act of swallow- 
ing while both nostrils are occluded by holding 
the nose. Observations show that during this 
manceuvre, the tympanic membrane is drawn 
inward in a certain number of subjects. This 
is especially noticeable if done immediately 
after the ears are inflated by the Valsalva 
method. The results are referred to as positive 
or negative depending on whether the tympanic 
membrane is drawn inward or remains immobile. 
In the above series of 20 student nurses it was 
positive in 18. 

Catheterization and inflation of the Eusta- 
chian tube are purposely left until after the 
above procedures. The results obtained in the 
Valsalva and Toynbee mancuvres are more 
accurate if done before any manipulation that 
might irritate the nose and the nasopharynx. 
It is not necessary to go into the details of the 
methods of catheterization and inflation except 
to say that it is best done under the guidance 
of the nasopharyngoseope. Everyone is familiar 
with the sound heard through the auscultating 
tube when a patent Eustachian tube is success- 
fully ecatheterized and inflated. In certain pa- 
tients, however, it is very difficult to successfully 
eatheterize and inflate the Eustachian tube even 
when it is obviously patent as shown by other 
methods. It is for this reason that patency 
should be tested by several methods and the 
results correlated. 


HEARING TESTS 
Much has been written on the examination of 
hearing in recent years and most otologists agree 
on the value of the audiometer for these tests; 


_ some even believe that an air conduction audio- 


gram is sufficient to establish a diagnosis. Bunch® 
commenting on this statement says ‘‘This may 
be true in certain uncomplicated cases but ex- 
perience has shown that the information obtained 
from all available tests is at times inadequate’’. 
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There are still, however, many otologists who 
do not use an audiometer and there are still 
comparatively few who use it under suitable 
conditions. It is useless to try to assess im- 
provement or regression of a patient’s hearing 
unless all audiograms are made under uniform 
conditions. The only way to be certain of uni- 
formity is to make all audiograms in a sound- 
proof room. 

Any otologist who uses an audiometer in his 
office should be familiar with a recent article 
by Currier’ on office noises and their effect upon 
audiometry. Currier made a survey of noises 
present in the offices and audiometric testing 
rooms of eleven practising otolaryngologists and 
of four schools. Amongst other findings he 
noted that the approximate average noise level 
in the offices was 35 decibels. The audiograms 
taken in these testing rooms were approximately 
20% less accurate than those taken in the sound- 
proofed room of the university. He states that 
‘the otologist must now no longer ask—Should 
I have a sound-proof room? Today he must ask 
—What kind of sound-proof room shall I have?”’ 

Four years ago, in addressing this section, 
one of us expressed the opinion that it was use- 
less to hope that a sound-proof room could be in- 
stalled in every otologist’s office. That is still 
our view-point. Due to limitation of space, in- 
convenience, and expense involved, it would 
seem logical that the most suitable place for 
such a room is in a hospital. Many of you will 
doubtless state that your hospital will not build 
such a room. Suitable accommodation and ex- 
pensive equipment has been provided in most 
hospitals for x-ray, electrocardiography, ete., so 
why not for otology? No modern hospital is 
complete without such a room. If hearing tests 
are to be standardized and are to be of any real 
value for comparison with subsequent tests, the 
room must be sound-proof. 

The sound-proof room at the Montreal Gen- 
eral Hospital was described in 1939.8 This room 
has now been in operation for four and a half 
years and has proved completely satisfactory. 

Audiometry.— After the preliminary pro- 
cedures as outlined above have been earried out 
the routine hearing tests are then performed. 


These are done in the sound-proof room of the’ 


department by a trained technician. 

A preliminary audiometric test is carried 
out, using a modernized 2 A audiometer. This 
defines the general nature of the hearing loss and 


possible difference in hearing acuity between the 
two ears. 

The accuracy of the data so obtained is, of 
course, largely dependent on the care with which 
the test is done and the degree of co-operation 
and attention of the patient. The test is per- 
formed in the usual manner and an air conduc- 
tion audiogram obtained for each ear. Using 
the same machine, bone conduction thresholds 
ean be rapidly secured, using masking in the 
other ear. 

Where indicated the patient is referred for 
a precision audiogram. With this precision 
audiometer a more accurate threshold can be 
secured and many of the technician’s difficulties 
as well as those of the patient are eliminated.® 
The patient is tested either in the open sound 
field or with ear phones. Bone conduction audio- 
grams can also be made. The machine has a 
beat frequency oscillator with a continuous 
range from 60 to 16,000 cycles. Any frequency 
within this range can be presented to the patient 
by means of a loud speaker or ear phones, and 
the intensity level varied from 30 Db above to 
107 Db below 6 milliwatts by steps of I Db.°® 


The procedure briefly is as follows: the technician, 
outside the room, presents the patient manually with 
a series of stimuli of such intensity that the patient 
is able to hear them with decreasing certainty until 
with certainty they are NOT heard. In this way a 
zone of intensity, 20 sensations units wide, is selected, 
the louder end of which is always heard by the pa- 
tient while the weaker end of the zone is never heard. 
That is to say, an intensity range is selected 20 Db. 
wide ranging from 100% affirmative to 100% negative 
response and within which the threshold is bound to 
lie. The threshold is by definition, the point of 50% 
affirmative response or, in other words, the point of 
maximum doubt to the patient as to whether or not 
he hears. 


The machine is so constructed that this 20 Db. in- 
tensity range is automatically divided into 6 intensi- 
ties, separated by steps of 4 Db. each, the most 
intense of the six will be given a 100% affirmative 
response, while the least intense (five steps away, 20 
Db. weaker) will, with equal certainty, be given 100% 
negative response. Each of the intensities can be 
offered to the patient seven times but it has been 
found in practice that five times is adequate. The 
selection of any intensity is not at the discretion of 
the technician but is selected automatically and at 
random, that is to say by chance, by the machine 
itself, operating electrically. In addition there is a 
zero stimulus inserted for the purpose of demon- 
strating the patient’s reliability. 

In actual operation the procedure is extremely 
simple, the patient is provided with a ‘‘yes’’ and 
‘*no’’ button and a signal light to watch. The in- 
structions are ‘‘when the light comes on, there is a 
signal. Listen. If you hear it, press the ‘yes’ but- 
ton, if not, press the ‘no’ button.’’ As each signal 


is answered, the reply is electrically typed on the 
record card. At the end of the test, the replies are 
_plotted on squared paper, the expected form of the 
result being a sine curve, more or less, and on this 
the 50% affirmative response point is marked and 
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thus the intensity of the threshold for that frequency 
obtained. Such a threshold will have a tendency to 
be lower than that obtained by an audiometer not 
operated on this principle, since no technician can 
manually select the 50% affirmative response level 
and is apt to accept in practice, as the threshold, the 
lowest point at which affirmative replies are repeatedly 
given. 

The advantages that we have found from the 
use of this method, during several years, are as 
follows : 

1. The responsibility of selection of threshold 
levels of hearing does not lie with the technician. 

2. It is explained to the patient that there 
will be a number of signals some of which he 
will hear, some of which he will not hear, con- 
sequently deafened patients are able to relax 
and not worry whether their responses will be 
as good as upon a previous examination. This 
relaxation is of more importance for a successful 
test than the patient’s intelligence level. We 
have found no difficulty due to language or age. 

3. On subsequent examinations of the patient 
all of the conditions of the test can be accur- 
ately reproduced by another technician. 

4. Patients suffering from tinnitus who may 
be confused by pure tones somewhat similar in 
pitch to their tinnitus are much helped by the 
employment of a warbled tone which can be 
produced by the audiometer.’° 

5. Before each test, the oscillator is calibrated 
so that the pitch of the frequencies is accurate. 

6. The intensity of each stimulus is checked 
by the technician keeping constant observation 
on the output volume indicator as the test is run. 

7. The very great advantage has been in the 
fact that there remains from the test a per- 
manent record of every reply that the patient 
has given. 

Our results from the use of the precision 
audiometer show that these different methods 
of testing can be satisfactorily combined in one 
machine. It is of particular value in therapy 
cases and in suspected malingering. Its use in 
studies on tinnitus localization and loudness and 
in the testing of hearing aids has been previously 
described.® 

The results of all audiometric tests, with com- 
ments ‘on their performance, should, of course, 
be analyzed by the otologist and correlated with 
his other findings before a diagnosis is attempted. 

Masking.—Masking is used in the other ear 
in all air conduction audiograms in which there 
is an apparent difference in threshold of 40 
decibels or more in the preliminary 2 A audio- 


gram. It is, of course, used in all bone conduc- 
tion audiograms regardless of any difference in 
threshold. If the difference in threshold ap- 
pears less than this when using the open sound 
field, occlusion of the other ear is practised with 
a wax impregnated wool pack. This is manipu- 
lated and moulded to the ear canal, and then 
reinserted firmly after smearing with vaseline. 
There are many different types of maskers. 
The Barany noise box is probably the oldest type 
and has been in use for many years. It is not 
recommended. One of the simplest devices is a 
stream of compressed air directed across and 
into the ear canal. This cannot be calibrated 
for loudness and so is not satisfactory. Various 
types of electric buzzers are used and the Pilling 
Whiting masker, which is calibrated in decibels, 
is very useful. Some audiometers are equipped 
with masking devices which are calibrated. 


The masking noise generator in use in our clinic 
was designed and built in the Department of Electrical 
Engineering in McGill University by Professor E. 
G. Burr. It is operated by a thyratron tube (General 
Electric) generating frequencies which cover the whole 
hearing range. The masking noise is very similar to 
the noise made by a stream of escaping air and can 
be produced at any intensity from 2.5 to 107.5 decibels 
above normal threshold. It can be used with the 2 A 
audiometer, when it is controlled by a foot pedal, used 
in conjunction with the tone interrupter. With the 
precision machine it can be used when testing in the 
open field or its output can be directed to either 
earphone of the precision closed field. When testing 
with the precision machine, it is so arranged that the 
masking tone is applied to the other ear a fraction 
of a second before the test tone is applied to the ear 
under examination. It automatically cuts out the 
moment the patient answers. This is a matter of great 
importance, especially when high masking intensities 
are used on a relatively normal ear during investiga- 
tion of a markedly deafened one. Both nervous and 
aural fatigue resulting from its use are held thus to 
a minimum. Its output is checked for intensity level 
from time to time by a General Electric noise-level 
meter. 


Tuning fork tests—As will be noticed, no 
mention has been made of tuning fork tests in 
our examinations. Several articles have ap- 
peared in which the use of tuning forks has 
been condemned as inaccurate and unscientific. 
We are in agreement with these authors that 
tuning forks have in the past fulfilled their pur- 
pose and aided in the diagnosis of different 
types of deafness. There are, however, too many 
variables concerning their use. With modern 
methods of audiometry, tuning forks should 
have no place in the equipment of an otological 
clinic. 

Speech threshold. — Patients are naturally 
more interested in the hearing of speech than of 
pure tones and it has been shown many times 
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that voice sounds are heard 5 to 15 decibels less 
clearly than the pure tones of the audiometer."™ 
It has also been demonstrated that under identi- 
eal conditions, noises interfere more with the 
testing of speech than with pure tones.2? The 
testing of hearing for speech has, even under the 
best of conditions, been inaccurate and difficult 
to compare with previous examinations. 

A number of papers have recently advocated 
the measurement of speech in much the same 
manner as for pure tones. The Consultants on 
audiometers and hearing aids of the Council on 
Physical Therapy** have submitted a tentative 
standard procedure and chart for determining 
the percentage of useful hearing in medico-legal 
eases. Hughson and Thompson have recently 
presented a method for determination of the 
acuity of hearing in relation to speech recep- 
tion. Their method appears much the same as 
that in use in our clinic during the past four 
years. 

A method of determining the speech effective 
threshold was described in 1940.%° This is not a 
threshold in the sense in which we use the term 
for pure tone hearing acuity since it is not the 
point at which the patient has maximum doubt 
as to whether or not the speech is heard, but the 
point of minimum intensity at which speech is 
heard ‘‘effectively’’ that is, accurately. <A 
matched microphone, provided with a chin rest, 
is switched into the amplifier and attenuator 
circuits. Any degree of amplification or attenu- 
ation, within the limits already mentioned, can 
be used. The output can be switched to the 
loud-speaker, from the diaphragm of which the 
aural canal of the patient or the microphone of 
a hearing aid is placed at a measured 1 metre, 
or to headphones or to bone conduction receivers. 
Full output of the circuit is sufficient to test any 
ear not practically totally deaf. 

To avoid as far as possible accent effects a 
monotone is used and the operator controls the 
input intensity of the voice by constantly watch- 
ing the excursion of the output volume intensity 
needle, seeing to it that the vowels bring the 
needle to mid-scale (reference intensity). <A 
skilled technician can control the voice intensity 
very successfully. This test, which is relatively 
short, has been found most reliable and has been 
earried out as a routine upon all our cases. 


HEARING AIDS 


Hughson,’* Fowler, Jr.,17 and others have, in 
recent papers, stressed the importance of the 


otological supervision of the purchase and fitting 
of hearing aids. We are in agreement with most 
of the recommendations of these authors. The 
modern otologist should be familiar with the 
various types of hearing aids, and their fitting. 
He should also be prepared to test their effici- 
ency by reliable methods. 

The open field precision audiometer has been 
eminently satisfactory in the testing of hearing 
aids. The hearing is first tested in the open 
sound field and by bone conduction. An effective 
speech threshold is also determined. The patient 
is then instructed to return with the hearing aid 
which he believes, on trial, to be the most suit- 
able. He ts then seated in the sound-proof room 
with the microphone of the hearing aid at one 
metre from the loud speaker. The above tests 
are then repeated. By this method not only can 
the improvement for speech be accurately mea- 
sured, but the gain in threshold acuity at the 
speech frequencies can be measured in their 
relationship to each other. In this way very 
often the reason of failure in performance of a 
given aid can be determined. We may thus also 
ultimately hope to be able to prescribe and 
verify ‘‘prescription aids’’. 

It is to be hoped that in all large centres a 
hearing-aid clinie will become before long a part 
of each department of otology. Its value to 
the hard of hearing patient cannot be questioned. 
Lip reading is of definite value to most wearers 
of hearing aids, and we encourage our patients 
to learn lip reading before purchasing a hearing 
aid. 

The importance, to the patient who is using a 
hearing aid, of having at least a yearly aural 
examination, should be stressed. Too often the 
need of a hearing aid is the opportunity which 
the otologist uses to send these at times trouble- 
some patients to a dealer and consider his duties 
ended. Frequently these patients have been 
helped by the removal of wax or debris, the 
treatment of a mild otitis, or by a little en- 
couragement when they are inclined to dispense 
with an expensive hearing aid as disappointing 
or useless. \ 

Vestibular examination.— Both the Barany 
chair and the calorie tests are done routinely on 
all patients. Space does not permit a detailed 


description of the methods in use but, as with 
hearing tests, a standard uniform method should 
be adopted and always followed. 

Special tests—Special examinations, such as 
x-rays, basal rate, Wassermann, blood pressure, 
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and blood counts are carried out routinely and 
with the co-operation of other departments of 
the hospital. Many cases showing a latent 
syphilis, a hypothyroidism or hypertension have 


thus been detected and referred for appropriate 
treatment. 


CoMMENT 


No attempt has been made to describe in detail 
many of the methods advocated in this presenta- 
tion. For a description of the various tests we 
would refer you to the excellent papers by the 
authors cited. Our wish has been to depict the 
examinations which in our opinion should be 
given the hard of hearing patient. 

It is obvious, however, that until a uniform 
technique is adopted in all centres results can- 
not be standardized. Precision audiograms can- 
not be compared with others unless similar 
equipment is used. The records made with 
standard audiometers, however, are comparable 
if carried out under similar conditions. 


SUMMARY 


1. The establishment of a special ear clinic 
for hard of hearing patients is recommended. . 

2. A complete history is essential in the proper 
understanding of the patient’s problem. 

3. Every ear study should include a careful 
examination of the Eustachian tube. 

4. Hearing tests are best performed in a sound- 
proof room, preferably in a hospital. 

5. With modern equipment tuning fork tests 
are no longer necessary in the testing of hearing. 

6. Masking should be used in every bone con- 
duction audiogram. It should also be used in 
every air conduction test when the difference in 
threshold between the two ears is 40 decibels or 
more. 

7. Every otologist should be prepared to super- 
vise the purchase and fitting of any hearing aid. 


We wish to express our appreciation to Dr. Hector 
Mortimer for assistance and advice in the preparation 
of this paper. 
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Résumé 


Les examens de 1’oreille devraient étre faits selon 
une technique uniforme, comme, par exemple, dans 
l’armée. L/’appréciation de la fonction cochléaire du 
VIII est assez longue et délicate pour que 1’on institue 
des clinique spéciales affectées 4 1’étude des sourds. 
On ne saurait trop insister sur 1’importance d’une ex- 
amen attentif des trompes d’Eustache. Tout examen 
auriculaire devrait étre effectué dans une chambre & 
l’épreuve du son. ‘L’audiométrie moderne a supplanté 
les tests par les diapasons qui sont imprécis et peu 
scientifiques. Pour éviter toute cause d’erreur ou de 
supercherie il est bon de bander les yeux du sujet dont 
on teste la conduction osseuse, et aussi pour la conduc- 
tion aérienne lorsque le seuil différe de 40 décibels ou 
plus d’une oreille 4 1l’autre. L/’otologiste doit pouvoir 
conseiller 1’appareil acoustique approprié 4 son malade; 
il doit, par conséquent, connaitre tous ces appareils et 
étre familier avec leur mécanisme et leur réglage. 


JEAN SAUCIER 


PSEUDO RIGHT INDIRECT INGUINAL 
HERNIZ 


By Major Arthur M. Vineberg, R.C.A.M.C. 


Montreal Military Hospital, 
Ste. Anne de Bellevue, Que. 


‘THE right-sided inguinal hernia is frequently 

complicated by a previous appendectomy. 
We have had three cases on the surgical service 
of the Montreal Military Hospital, Ste. Anne de 
Bellevue, in which previous appendectomies with 
drainage had been performed. <A preoperative 
diagnosis of right-sided indirect inguinal hernia 
was made in these cases. At operation, no true 
inguinal hernia was found. All three cases 
proved to be ventral postoperative appendectomy 


cherniz in which the hernial sac had presented 


within the inguinal canal. 

Such eases are difficult to diagnose prior to 
operation, in so far as the appendectomy scar 
does not show any evidence of a hernial defect. 
There are three features which are characteristic 
of this type of hernia and are important. 

Origin of sac.—The sac originates at the site 
of the previous MeBurney’s incision; it moves 
inferiorly deep to the structures of the abdomi- 
nal wall until it enters the inguinal canal, The 
point of entrance into the inguinal canal is just 
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below the free edge of the internal oblique 
muscle (Fig. 1). In two eases the sae followed 
the above-mentioned course, pointing in the 
inguinal canal in the same fashion as an indirect 
hernial sac. In the third ease it was found that 
the sac moved towards the inguinal canal be- 
tween the transverse abdominal muscle and the 
internal oblique muscle. 

In both types whether the sae appears in the 
inguinal canal beneath all abdominal structures 
or just beneath the internal oblique muscle, the 
origin of the sae is the same. Thus, after the 


, \\ : Scar of old M°Burney 


incision 


oN 
\ ‘ Qld drainage point 
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sac has been opened, it is found that the entire 
circumference of the sae cannot be located with- 
in the inguinal canal. The superior margin of 
the sac wall disappears beneath the internal 
oblique muscle. This free margin can only be 
found at the site of the original MeBurney’s 
incision (Fig. 2).. It is thus apparent that a 
hernial sae which originates at MceBurney’s 
point cannot be satisfactorily closed when treated 
within the inguinal eanal. 

Sac contents (cecum and omentum).—In all 
three of our cases the first structure encountered 
after opening the sac was that of omentum; it 
was found to be adherent to the sae wall at 
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numerous sites. When the omentum had been 
freed and returned to the abdominal cavity, a 
sliding hernia of the cecum was found on the 
lateral wall of the sac in all three cases. In 
our first case, after having freed the omentum 
and returning it to the peritoneal cavity, a sec- 
ond sae was disclosed. The two saes were ad- 
joining and were separated by an intervening 
wall; a finger inserted in the lower sac entered 
the peritoneal cavity and emerged from the up- 
per sae. It was thus apparent that the inter- 
vening sae wall did not completely divide the 
main sae into two portions. By hooking the 
index finger through the inferior sac and out 
through the superior sac, the intervening wall 
was found to be the cecum. 

A eareful examination revealed that the 
eexcum had slid along the lateral wall of the 
main hernial sae and had become adherent at its 
tip to the anterior parietal peritoneum on the 
medial side of the original sac. In this way the 
eexeum subdivided the hernial sae into two. 
Unless the surgeon exercises great care in operat- 
ing upon such eases, a serious accident might 
occur. For example, the transfixion suture 
which is used to close the sac might easily in- 
clude the cecum. 

Appendectomy scar.—The previous appendec- 
tomy scar in all cases was one in which drainage 
had been obviously performed. There was no 
evidence of a weakness or of herniation at the 
site of the sear. 

Operative procedure—The usual right in- 
guinal incision was made and the inguinal canal 
opened by splitting the external oblique apo- 
neurosis. The hernial sac was isolated and 
opened. This contained omentum which was 
freed from the sac wall and returned into the 
peritoneal cavity (Fig. 1). As _ previously 
pointed out the upper edge of the peritoneum 
(sac) could not be satisfactorily obtained within 
the inguinal canal (Fig. 2). Therefore the in- 
ternal oblique, transversalis muscle and trans- 
versalis fascia were split in the direction of their 
fibres about 2” superiorly to the free edge of 
the internal oblique muscle. This latter incision 
was approximately at the site of the previous 
McBurney operation. In all three cases when 
this was done, the superior edge of the peri- 
toneum (sac) was easily obtained. The lower 
margin of the peritoneum (sac) was then pushed 
superiorly, passed deep to the muscles of the 
abdominal wall and brought out through the 
recent MeBurney’s incision. 
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When this was done the entire sac presented 
as an opening in the peritoneum at the level of 
the old and new McBurney’s incision (Fig. 3). 
In each case before closing the peritoneal cavity 
it was necessary to split the peritoneum on either 
side of the cecum in order to return it to the 
peritoneal cavity. The peritoneum was closed 
behind the ecxeum with a continuous catgut 
suture, The excess peritoneum (sac) was cut 
away and the peritoneum closed by a No. 1 eat- 
gut suture.’ The split muscles (internal oblique 
transversalis, and transversalis fascia) were 
closed with interrupted catgut sutures. A repair 
of the inguinal canal was earried out in each 
ease. The conjoined tendon and internal oblique 
muscle were sutured to the reflected edge of 
Poupart’s ligament with interrupted No. 1 
chromic eatgut sutures. The first two sutures 
approximating conjoined tendon to the _ilio- 
pectineal ligament. The external oblique apo- 
neurosis was closed over the cord with inter- 
rupted chromie No. 1 and the skin was closed 
with interrupted silk. 


CLINICAL FEATURES 

Ages.—18, 26, 38, respectively. 

Time of onset.—All three cases occurred fol- 
lowing appendectomy. The first case, 17 years 
later; the second ease, 21 months afterwards, 
and in the third case the date of appendectomy 
was not recorded. 

Site of swelling—The swelling in two cases 
was confined to the inguinal canal and did not 
protrude beyond the external inguinal ring. In 
the third case the swelling entered the scrotum. 
In all three cases the swelling was easily re- 
ducible and could not be differentiated from a 
true indirect inguinal hernia. 

Appendectomy scar.—There was no external 
evidence of a hernial defect in the appendectomy 
sear, The sears in all three cases were broad 
at the site of the previous drainage. Postopera- 
tive course in all three cases was uneventful. 
The efficiency of repair cannot be estimated, as 
these cases are too recent, having been operated 
upon within the last year. 

Mechanism of herniation.—It is probable that 
the eewcum and omentum become adherent to the 
peritoneum at the point of drainage and from 
this point continue downwards pushing the peri- 
toneal sae ahead of them until the inguinal 
eanal is reached. In this way a defect in the 
peritoneum caused by the drainage tube persists, 
as the eca‘cum moves inferiorly the peritoneal 


sac which is formed, commences at the inferior 
margin of the original peritoneal defect (see 
Fig. 1). Thus, when the sac is opened in the 
inguinal canal and split down towards its base, 
the superior incision in the sae opens into the 
original peritoneal defect. The original peri- 
toneal defect and the recently opened sae become 
one continuous opening in the peritoneal cavity. 
This opening commences at the upper margin 
of the previous appendectomy drainage site and 
is continuous with the opened peritoneal sac 
which lies within the inguinal canal (Fig. 2). 

It is our opinion that as the cecum moves 
inferiorly to form an inguinal sac it blocks off 
the original peritoneal defect. With this mecha- 
nism of sac formation in mind, it is quite clear 
that the peritoneum cannot be closed through 
the inguinal canal but must be closed through 
the original MeBurney’s incision (Fig. 3). 


CONCLUSION 

Right-sided inguinal herniez which occur in 
the presence of a previous appendectomy with 
obvious evidence in the sear of drainage should 
be considered as possible ventral hernie. If 
cecum and omentum are found within the sac 
the evidence would indicate that one is dealing 
with a ventral hernia. The repair of the sae 
therefore must be carried out through a freshly 
made muscle splitting incision made at Mce- 
Burney’s point. Unless this is done the upper 
edge of the peritoneum cannot be properly ob- 
tained, hence adequate closure of the hernial 
sae through the inguinal canal must of necessity 
be inefficient. 
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THE CALCIUM CONTENT OF SAMPLES 
OF COMMERCIAL BREAD 


By E. M. Semmons, B.Sc. and 
E. W. McHenry, M.A., Ph.D., F.R.S.(C) 


School of Hygiene, University of Toronto, 
Toronto 


[DURING an investigation of differences be- 

tween analytically determined values for 
calcium in foods and estimates obtained by 
ealeulation from tables of food composition? it 
became advisable to secure information regard- 
ing the amounts of calcium in foods available 
to consumers. Bread is a food almost generally 
used in Canada, particularly by low-income 
families. Moreover, there has recently been 
considerable discussion about the utilization of 





i 





calcium from bread and of the effect of phytic 
acid upon such utilization. Calcium has been 
added to bread in England by government rul- 
ing. Because of these considerations a study of 
the calcium content of bread, as commercially 
available in Toronto, has been made. 


ANALYTICAL PROCEDURE 


Various loaves of bread were purchased re- 
tail. Samples consisted of cross-section slices 
across the middle of the loaf. Fifty gram ali- 
quots were ashed and the calcium determined 
by the oxalate-titration procedure prescribed by 
the Association of Official Agricultural Chem- 
ists.2, Triplicate determinations were made on 
each sample and, unless otherwise noted, results 
are reported as averages in milligrams of 
ealeium in 100 grams of bread. 


RESULTS 


Calcium determinations on different breads 
from various bakeries gave the following results: 


TABLE I. 


Calcium content mgm./100 grams 


Ordinary Canada Brown and 
white Approved whole 
Bakery bread white wheat 
Wis argea. bare 40.6 66.0 87.5 (whole wheat) 
coin aeeaie 41.1 56.6 42.5 (whole wheat) 
pee Paxdian 30.4 (brown) 
ita ee oss 58.2 : 95.0 (brown) 
ee 12.7 ia 16.5 (whole wheat) 
Re ide awies 19.7 34.1 eas urd 
are en 72.0 90.8 (whole wheat) 
I arena iad Ses 34.0 33.5 45.2 (whole wheat) 
Bes<csarwux 18.4 pact 22.0 (brown) 
Bisco eee ees 15.8 26.4 (brown) 
WD cctemcs) 555. 27.7 32.5 (brown) 


Bakeries numbered 1, 2, 3, 5, 6 and 7 were 
large commercial bakeries while numbers 4, 8, 
9 and 10 were small shops of the so-called 
‘‘home’’ bakery type. It is evident that the 
two types of bread from the ‘‘home’’ bakeries 
contained much less calcium than did most of 
the bread of any type from the large bakeries. 
It is interesting to compare the calcium values 
found in these samples of bread with figures 
given in several sets of food tables. 

Because of the wide ranges and the small 
number of samples, extensive reliance should not 
be placed upon the means given in the column 
of actual values. However, all of the bread 
analyzed was secured from commercial sources 
and was bread that was being sold to consumers 
in Toronto. On the basis of the means more 
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Taste II. 


CoMPARISON OF ACTUAL AND STATED CALCIUM 
CoNTENT OF BREAD (MGM. PER 100 @mM.) 





U.S. 
Canadian |\National | Division 
Council on |Research |Nutrition 
Nutrition | Council | Services 
Actual Table Table Table 


Ordinary white.| 12.7-58.2 30 not 50 
mean 29.8 given 
Canada Ap- 
proved white.| 35.5-72.0 not not not 
mean 52.4| given given given 
Brown and 
whole wheat .| 16.5-95.0 | 40-70 39 60 
mean 48.9 


calcium is obtained in Canada Approved white 
bread and in brown bread than in ordinary 
white. This is not true of bread from particular 
bakeries. For example, white bread from bakery 
2 contained appreciably more calcium than did 
brown bread from the same bakery. 

There was a very obvious difference between 
bread from the small or ‘‘home’’ bakeries and 
most of that obtained from large bakeries, Pre- 
sumably the same amount of flour, and flour of 
the same general composition, would be present 
in bread from both sources. The question arose 
as to the souree of the large amounts of calcium 
found in most bread from large bakeries. 
Through the co-operation of a large Toronto 
bakery it was possible to obtain the manufactur- 
ing formula and samples of all ingredients for 
one batch of bread. The results are given 
below : 


TaBte III. 


Sources or Catctum In ONE Batcu oF 
CoMMERCIAL BREAD (WHITE) 


oO 
Calcium T otal 
Ingredient Quantity content calcium 

NS ssh 45 va aoe 100 lb 7,000 mgm. 22 

kik 620s wna 65 lb. 1,270 mgm. 4 
| eae 2 Ib. 70 mgm. 
Dh eaic wea 2lb. 402 543 mgm. 
er rere 5 lb. 193 mgm. 
Ee 2 Ib. 12 oz. 18 mgm. 

Milk powder...... 1 |b. 5,660 mgm. 18 
Ree 4 oz. 31 mgm. 

Ms. 6 5: d6ie2 30z. 3,840 mgm. 12 

Ca acid phosphate. 3 0z. 12,950 mgm. 41 
TOURER, x6 5 canes : 0.8 oz. 19 mgm. 
WR i dees 31,594 mgm. 


This batch of material yielded 105 loaves, each 
weighing approximately 1.5 lb. On the basis 
of the total calcium supplied by all ingredients 
the bread should have contained 44 mgm. cal- 
cium in 100 gm.; actual analysis showed a con- 
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tent of 40 mgm. The weighing of the ingredients 
in the bakery was approximate and a 10% error 
in the weighing of the calcium phosphate was 
easily possible. 

The data given in the preceding table pro- 
vided an explanation for the considerable amount 
of calcium found in most samples of commercial 
bread, In the batch which was investigated, 53% 
of the calcium was supplied by chemicals which 
were incorporated into the bread mixture to ac- 
celerate fermentation, while only 22% was 
furnished by the flour. With a manufacturing 
formula such as this an inerease in the calcium 
content of flour, as by a special milling process, 
is of minor value. The use of milk powder is 
frequently advocated to inerease the calcium 
content of bread; it should be noted that the 
incorporation of 3% milk powder would have 
contributed about the same amount of calcium 
as did the special chemicals which were used and 
would have increased the calcium content of 
bread to 74 mgm. %. It would be of value to 
know whether this bread formula is similar to 
those used in most large bakeries in Canada; if 
so, it is hardly necessary to give thought to the 
calcium content of flour or to the special addi- 
tion of calcium to bread, as has been done in 
Great Britain. 

The large amount of calcium in commercial 
bread was reported in 1939 by Prouty and 
Catheart.* After analysis of a large number of 
samples in the United States these workers con- 
eluded, ‘‘The average percentage of calcium 
found is nearly three times that reported by 
previous investigations; even the lowest per- 
centage found is more than that reported by 
Sullivan for whole wheat berry. The increased 
use of milk solids and yeast foods has consider- 
ably increased the calcium content of commercial 
white bread.’’ 

In the present investigation it seems useful 
to consider the breads from large bakeries, ex- 
cluding the samples from the small ‘‘home’’ 
bakeries, because the bulk of the bread pur- 
chased by consumers is made in large bakeries. 
On this basis the mean calcium values for three 
types of commercial bread are as follows: 


Ordinary white ........... 39 mgm. per 100 gm. 
Canada Approved white.... 52 mgm. per 100 gm. 
Brown and whole wheat... 65 mgm. per 100 gm. 


The average value reported by Prouty and 
Catheart for moist white bread was 80 mgm. per 
100 grams. Inspection of their report shows 


that most of the bread used for analysis con- 
tained more milk solids than could be incorpo- 
rated at present by bakeries in Canada. If the 
amount of milk powder used in the formula 
reported by us had been trebled, the calcium 
content of the resultant bread would have been 
of the order of the average given by Prouty and 
Catheart. 


It is apparent that commercial bread is likely 
to contribute significant amounts of calcium to 
the dietary. On the basis of the mean values 
here reported, the quantity of calcium supplied 
by six average slices would be: white, 70 mgm.; 
Canada Approved white, 94 mgm.; brown and 
whole wheat, 117 mgm. This last amount is 
one-seventh of the recommended daily allowance 
for an adult. 


SUMMARY 


Calcium determinations on samples of ordi- 
nary white, Canada Approved white, brown and 
whole wheat bread gave results showing con- 
siderable variation. Bread from large bakeries 
contained appreciably more calcium: than did 
bread from small ‘‘home’’ bakeries. Analyses 
of ingredients used for one batch in a large 
bakery showed that over half of the calcium in 
the bread was contributed by chemicals used to 
improve fermentation. 


This investigation was carried out under the auspices 
of the Committee on Food Analyses of the Canadian 
Council on Nutrition. 
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RESUME 


Des évaluations effectuées sur divers échantillons de 
pain, blanc, brun ou & farine compléte ont permis de 
mettre en évidence des variations considérables dans la 
teneur calcique de ces pains. Il semble que les pains 
cuits dans les grandes boulangeries contiennent plus de 
calcium que ceux qui proviennent de plus petites entre- 
prises. Plus de la moitié du ealcium du pain provient 
des produits chimiques utilisés pour activer le processus 
de fermentation, notamment du lait desséché et des 
levures. JEAN SAUCIER 
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SOME OBSERVATIONS ON 
HEALTH INSURANCE 


By J. A. Hannah, B.A., M.D. 


Managing Director, 
Associated Medical Services Incorporated, 


Toronto 


IN seven and one-half years of operating 

Associated Medical Services a great deal has 
been learned about the various factors and 
elements involved in providing voluntary pre- 
paid medical care for the public and profession. 
During the past forty to fifty years the appli- 
cation of the insurance principle has been 
developed in life, fire, hail, automobile and 
other types of coverage. Reduced to a crude 
simple formula the principle involves the 
application of the law of averages within certain 
agreed and fixed limits. Given the limits and 
the controls necessary to enforce those limits, 
the problem becomes comparatively simple in 
measurable entities. 

Death, for instance, is a very definite and 
measurable entity. With the exception of that 
very small percentage who commit suicide 
there is no profit to be gained by anyone through 
interference with the normal processes of life. 
Although death is inevitable its incidence is 
quite predictable during a given period of time 
including war, famine, flood and epidemics. 
The application of the law of averages in in- 
suring life is a comparatively simple matter 
because of the finality and irreversable process 
involved in death. 

When we come to consider fire insurance the 
problem becomes a bit more difficult because 
a fire need not cause death and may be profitable, 
if carefully planned. As we pass further from 
natural controls in the application of the 
insurance principle the problem becomes more 
difficult and complex. In plain language, 
“human nature being what it is’, the less 
natural the controls, and the greater the sources 
of human elements involved, the greater becomes 
the difficulty of applying the insurance principle. 

Therefore, in considering the application of 
the insurance principle to sickness, failure to 
evaluate the amount and source of the human 
element as a first requisite will prove disastrous. 

During the past ten to fifteen years failure 
on the part of both the public and the profession 
to evaluate and underatand these facts has led 


to a great deal of confusion and difficulty in 
respect to sickness and health insurance. 
Actuaries and those who have operated success- 
ful plans for the prepayment of the cost of 
medical care have learned the significance of 
these facts which does not become immediately 
apparent to the casual observer. This fact, in 
turn, leads to misunderstanding of such indi- 
viduals on the part of the public, government 
and the profession. It is these factors which 
make it impossible to set a figure of costs 
except within very broad ranges. The sol- 
vency of any such plan will depend upon 
whether or not the management can or will 
exercise the degree of control necessary to keep 
human nature within the bounds of the limita- 
tions set for the applications of the “insurance - 
principle’. It follows, therefore, that until 
such control has been demonstrated in actual 
practice it is impossible to predict what the 
cost will be. It is even impossible to do more 
than say that any such plan has been successful 
up to the present. The moment such controls 
are relaxed either through lack of courage or 
pressure either from within or. without, any 
such plan is on its way to dissolution. 


THe HumMAN ELEMENTS INVOLVED IN 
SICKNESS INSURANCE 


There are three main sources of the human 
element involved in sickness insurance. — (1) 
the subscriber (insuree); (2) the doctor; (3) 
The management of the fund. 

1. The subscriber (or insuree).—This source 
of the human element is affected by several 
main and numerous minor factors. The amount 
of service demanded is related to whether or 
not such service is to be paid by the individual 
receiving it or by a third party or impersonal 
fund. Indeed the costs of such services are 
influenced by the same factor. This difficulty 
is further aggravated by the natural anxiety 
of relatives during an illness. It has been 
found, however, in the experience of A.M.S. 
that the cost of major catastrophes such as 
major surgery or pneumonia, is not the main 
threat to solvency in any such fund. There is 
at least some tangible evidence for the necessity 
of service and a real need exists. Therefore, 


under such circumstances a large proportion of 
the human element is removed and control 
(although not entirely so) is exercised through 
a certain natural restraint on demands. On 
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the other hand our experience has shown that 
the real difficulty of control arises out of service 
in respect of minor conditions or in relation to 
what is claimed to be preventive medicine. 
Sample surveys done at intervals, have shown 
that at least 70% of the accounts coming to 
A.M.S. are for minor conditions in amounts of 
less than $15.00 and have occasioned more than 
50% of our total expenditures for medical 
_ purposes. At least one-half of these accounts 
can be fairly considered as being of the type 
which would have been avoided had the indi- 
vidual been assuming the cost personally. 

An example will illustrate: In one of our 
branches it was noted after the first two years 
of operation that the cost of services began to 
approach rather rapidly the point of insolvency 
for the branch. For a totally unrelated reason 
A.M.S. decided to move its office from the 
midst of ‘Doctors’ row” and the reserve im- 
mediately began to show a trend comparable 
with other branches of similar . constitution. 
Our curiosity prompted an investigation, which 
disclosed a most interesting coincidence of 
office calls to the doctor on the same day on 
which subscriptions were paid next door to the 
doctor’s office. In brief, a subscriber having 
to come to the vicinity of the doctor to pay the 
monthly subscription apparently decided that 
it would be a good time to ask the doctor what 
was the cause of their last week’s “pain in the 
neck”’ and thus (to use the vernacular) created 
a financial ‘‘pain in the neck” for A.M.S. 

In addition to this difficulty the administra- 
tion of such accounts occasions at least 50% of 
the administrative cost to A.M.S. Also, such 
items are the source of 70 to 75% of criticism. 

2. The doctor.—Of course it is injudicious to 
suggest that the doctor is in any way interested 
in the finances of medical practice. Our seven 
’ years of experience, as well as ‘‘medical welfare’ 
has proved that this phase does, in some degree, 
give rise to a peculiar elasticity of conscience 
in at least some part of the profession. At 
least suffcient of “human nature’ becomes 
apparent in this respect that unless rather 
rigidly controlled, such degree and amount of 
“elastic conscience” does constitute a threat to 
the solvency of such plans. Interest lies in 
the fact that it is the same group who repeat 
month after month. 

Once again it is in the minor items that this 
element appears. Given certain doctors we 
have found that measles, mumps, coryza and 


anzmia not only recur with alarming frequency 
but the conditions become most persistent and 
require at least eight to ten calls per month. 
Of course it is quite possible (although unlikely) 
that the other doctors who do not find these 
conditions so frequent and persistent, or re- 
quiring only two to three calls, are falling down 
on their diagnosis and treatment. On our part, 
however, we believe that the majority of doctors 
are fair and that the average over large numbers 
and a long period of time is a reasonable “‘yard- 
stick’. 

3. The management.—Here too is to be found 
those elements of “human nature’ which give 
rise to difficulty. It is obviously impossible 
for management to know more about the circum- 
stances of a case than given through reports, 
unless the “human element’? becomes too 
obvious and curiosity suggests closer investi- 
gation which is, of course, frowned upon and 
gives rise to the time-honoured accusation of 
“dictator” and “interference in patient-phy- 
sician relationship’. And, of course, manage- 
ment is no more infallible than the diagnostic 
ability of the profession. Errors in judgment 
will occur, and, we have found, are accepted in 
good faith by the majority of the profession who 
do not fear the total and ultimate result of such 
inevitability. The vociferous minority, how- 
ever, magnify such items to the point of creating 
widespread fear in the minds of the profession 
as a whole. Then, too, management has 
everything to lose in refusing a claim, however 
extraordinary, while the other two parties to 
the arrangement have everything to gain and 
little to lose by asking. In addition the ‘‘pa- 
tient-physician”’ relationship can readily be 
strengthened by mutual support in such situ- 
ations. 

These items are not discussed to raise con- 
tention or discredit either the doctor or the 
public to the glorification of management. 
They are real factors involved in the application 
of the “insurance principle” to sickness and 
health insurance. They apply to all situations 
involving a common fund and will constitute 
real factors in any future developments. They 
are the factors which cause days of verbose 
tedium to complete a circle around a large 
amount of little accomplished. They are the 
factors which becloud thinking and create a 
doubt in the mind of the public toward the 
profession’s approach to the problem of so- 
called “health insurance”. 
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Wuat Factors Have BEEN FounD on WHICH 
THE PROFESSION CAN MEET THE PUBLIC ON 
Common GrRouND TO THEIR MUTUAL 
ADVANTAGE? 

Our experience in A.M.S. indicates that it is not 
possible to provide a complete medical service for 
the public. There is however, a basic mean of 
the middle bracket of the cost of medical care 
against which it is possible to budget without 
jeopardizing the interest of either the public, 
the profession or the fund established. 

Leaving out the very low income brackets 
and indigents who will always be with us and 
who will have to remain a responsibility on 
taxation in one way or another, the first $25.00 
of cost for medical care under any situation 
does not constitute a financial hazard to the 
public. The elimination of such items will re- 
move a serious threat to the solvency and 
good-will of any plan. In addition it removes 
a very great proportion of the ‘Shuman element”’ 
in the application ef the insurance principle. 

The elimination of such items will bring the 
cost of such service down to the point where it 
becomes attractive to the public and thus a 
greater total amount of good will be rendered 
to both the public and profession. Both will 
find their finances stabilized and the threat to 
their solvency and future plans largely elimi- 
nated. The elimination of the minor items of 
cost will eliminate the greatest threat to both 
moral and financial solvency of any plan. This 
elimination is not, however, possible on the 
basis of diagnosis in which there are too many 
variables to be practicable. On the other hand 
elimination on a monetary basis is a certain 
quantity which cannot be disputed by either 
subscriber or doctor. The dollar in Canadian 
funds is always worth 100 cents in Canada. 
Therefore, if, for the sake of argument, we 
eliminate up to the first $25.00 expense in any 
situation we have a fixed entity with which to 
deal. If we try to evaluate on the basis of 
diagnosis we immediately introduce all the 
human elements involved in any illness (or lack 
thereof) with all the difficulties we have en- 
deavoured to point out. 


How Can A.M.S., oR A SIMILAR ORGANI- 
ZATION, BE MADE APPLICABLE AS AN ANSWER 
TO THE N&reEps OF BorH THE PUBLIC AND 
THE PROFESSION? 

Our arguments have suggested the answer to 
our question and it will not be necessary to do 
more than recapitulate: 


1. Eliminate the minor cost on a monetary 
basis. 

2. Recognize that controls are necessary and 
utilize the powers inherent within the medical 
profession to assure that control in a manner 
worthy of the degree of responsibility inherent 
in our profession. 

3. Recognize that the ‘insurance principle’’ is 
too complicated to be handled in their spare 
moments by those whose livelihood depends 
upon the practice of medicine. 

4. Choose from among ourselves those with 
the necessary qualifications to do the job and 
back them up morally and financially. In the 
long run it will prove less expensive and more 
satisfactory. It seems infantile to take phy- 
sicians away from their practice for upwards of 
two or three days to discuss matters which 
they do not understand and with which their 
inevitable lack of contact leads to confusion. 

5. Remember that the public too have an 
interest in both the professional and financial 
side of our calling—and in the final analysis 
will have a great deal to say about both, whether 
we like it or not. 

In summary, I have endeavoured “to give 
the boys something to think about’. The 
items presented herein are not fictitious or 
theoretical but real problems which must be 
faced and solved. For seven years we have 
been endeavouring to solve these problems. In 
this we are not unaware of the criticism we have 
drawn. Neither do we expect that this effort 
will not draw fire. If, however, we have helped 
to clear the thinking of even a few it will have 
been worth the effort. 


RESUME 


Le principe de 1l’assurance-santé,—comme de toute 
assurance,—est basé sur l’application de la loi des 
moyennes, seldon certains barémes fixes acceptés. Pour 
établir le cofit de l’assurance-santé, il est essentiel de 
controler parfaitement 1’élément humain d’un tel plan 
et de ne jamais relacher ce contréle. Cet élément jouera 
aussi bien chez l’assuré, chez le médecin et au sein 
de 1’administration du fonds. L’expérience a démontré 
que les services médicaux dont le coit est inférieur & 
$25. grévent le fonds d’une part, et l’autre part, ne 
constituent pas un risque financier sérieux pour le 
malade. L’administration du fonds est trop compliquée 
pour en laisser le fonctionnement au médecin; le public 
jugera, en derniére analyse, s’il est servi ou desservi. 
En somme, il s’agit de prévoir et d’empécher les erre- 
ments de l’humaine faiblesse. JEAN SAUCIER 
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INDUSTRIAL MEDICINE AND 
RESPIRATORY DISEASES* 


By G. J. Wherrett, M.D., M.R.C.P. 


Executive Secretary, Canadian 
Tuberculosis Association, Ottawa 


JN DUSTRIAL medicine is a project in the pre- 

vention of disease and is the first approach to 
positive adult health. In the past, the large 
group of wage-earners has been perhaps least 
affected by the movement to foster better health. 
When disease strikes, the average adult may be 
quite concerned about his treatment and cure, 
may join with the popular discussion on the 
cost of medical care, or to use the current ex- 
pression medico-economies, but in general he 
does not give very serious thought to the fact 
that health is a positive thing and that more 
stress should be placed on its preservation, 
rather than on its recovery after it is lost. He 


is inclined to look on ill-health as applying only - 


to the other fellow. This is evidenced by the 
fact that relatively few people at present have 
taken advantage of plans for the prepayment of 
health services, either through insurance com- 
panies or health or hospital plans. Only a small 
percentage of people financially able to do so 
have of their own initiative provided for some- 
thing which they hope will not happen to them. 

Heretofore, the average citizen has accepted 
readily attempts to foster preventive health for 
childhood, adolescents and the adult females. 
Witness the growth of baby clinics, child welfare 
movements, school health services, university 
health services, and the increasing interest in 
maternal hygiene, with the emphasis on pre- 
natal, maternity and postnatal care. One sees 
this underlying psychology in the manner in 
which members of a contact family will turn 
out to a chest eclinie following discovery of an 
active case of tuberculosis in the household. 
The mother will assuredly come and bring the 
baby and preschool child. Children of school 
age will come readily. The young adult, male 
or female, may be too busy, or may think that 
such examination may interfere with love’s 
young dream. The father may have a suspicion 
that his job may be at stake. In other words, 
the large majority of people gainfully employed, 
up until the introduction of industrial medical 





*For previous articles see Canad. M. Ass. J., 51: 
439, 521, 1944, and 52: 55, 136, 1945. 
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services, were the last to be affected by the move- 
ment to foster and encourage preventive health 
services. 


Hieu DEATH RATES IN INDUSTRIAL GROUPS 


This large group of the population remains 
as the last stronghold to be overcome in the 
fight against disease. Nowhere is this so well 
demonstrated as in the tuberculosis field. Death 
rates of all gainfully occupied males from 15 to 
64 years of age clearly indicate that most of 
them are above the average and for the great 
bulk of the population in this group the rates 
are many times that of the average population. 
A study of these rates in ten selected states by 
the National Tuberculosis Association in 1930 
is of interest.’ 


Socio-economic 


Rates per 100,000 
classification 


occupied males, 1930 


AT GRIEG OOOUEOS «4 6 ini ns cs iccissess 87.5 
POE SI dedain wien sherds desicawae 26.2 
Proprietors, managers and officials ........ 43.2 
Clerks and kindred workers .............. 65.8 
AIViCUItaD WOENGES ©. 5 6 5k cine es ceases 46.5 


Skilled workers and foremen.............. 72.1 
Semi-skilled workers 
Unskilled workers 


eee eee ee eee eee eee eee 


For the whole country, the rate was 60.4. It 
will thus be readily seen that there is a great 
reservoir of infection to be uncovered and many 
unknown eases of tuberculosis to be found and 
treated by modern methods of case-finding. 

Effect of contributing. factors—Further, it is 
on this group that many contributing factors 
will operate. All the effects of age, sex, race, 
wages, housing, nutrition, hours and types of 
work, and the amount and use of leisure time, 
will play upon the health conditions of this cross- 
section of the population and eall for constant 
study and the application of practical methods 
to offset their deleterious effects. 

The establishment of complete industrial 
health services would do much to apply the 
policy of positive health to this large adult group 
of the population. Also, these services by their 
lively interest and co-operation with the family 
physician, the health departments and voluntary 
health agencies, can foster this policy in the 
home and the community. This is necessary be- 
cause conditions affecting the health of the 
worker will also affect his family and the ecom- 
munity, and conversely conditions affecting the 
health of the family may also affect the health 
of the worker and other workers. 

Attitude of management and labour. — The 
stimulus for the introduetion of industrial health 








WHERRETT : 


INDUSTIAL MEDICINE 





Can. M.A. J. 
Mar. 1945, vol. 52 





services comes from several directions. From 
the standpoint of management, healthy satisfied 
workers are one of its greatest assets and will 
increase the efficiency of the worker and reduce 
loss of work days through illness. Then too, it 
will reduce the cost of compensation by prevent- 
ing compensable illness, and preplacement ex- 
aminations will guard against the payment of 
compensation for conditions which originated in 
other industries and which have become evident 
during present employment. 

It is very encouraging to know the support 
now being given to industrial health services by 
workers. This is reflected in the attitude of 
organized labour, which in the past was inclined 
to look askance at such services and felt that 
workers who showed any defects would be at a 
disadvantage in the labour market. The rela- 
tively few workers who would be elassed as un- 
employable, or would be foreed to leave their 
employment by reason of such medical services, 
is more than offset by the protection afforded 
the larger group of workers. 


TYPES OF SERVICE 


Industrial medical services will vary, depend- 
ing on the size of the industry and the number 
of employees. Wherever possible, a full-time 
service should be available. This is possible for 
the larger industries. The next best thing is 
for smaller industries to operate a joint service 
whereby a full-time physician will look after 
several plants, Finally, where this is impossible, 
a part-time service will be necessary. 

In all these instances it is desirable to realize 
that an industrial medical service is somewhat 
unique, in that it combines the duties of the 
practicing physician with those of the health 
officer. In other words, prevention and cure go 
hand in hand. Its evolution mirrors what we 
believe to be the modern coneept of medical 
practice. It is not concerned only with accidents 
when they arise, or disease when it is active and 
symptomatic. The industrial physician should 
be the respected guide and counsellor of the 
management in regard to health policy. He 
should know the workers and their health prob- 
lems intimately and should be constantly study- 
ing the physical conditions of the plant and 
their bearing on health conditions. 

Co-operation with other agencies—An indus- 
trial medical service will co-operate with other 
agencies. The first of these is the family physi- 
cian. This is desirable because in most instances 


the worker will be referred to another doctor 
for treatment of other than trivial illnesses. In- 
formation on the health of the family, which the 
family physician will be able to give, will be of 
value to the industrial physician and vice-versa. 
Next come those agencies in the community in- 
terested in the health of the community as a 
whole, namely the health departments. The in- 
dustrial physician is health officer as regards 
the factory, and as such his viewpoint should 
be the same as that of the health officer who is 
responsible for the health of the entire com- 
munity. ~ 

The industrial physician should know and 
utilize voluntary health agencies who have some- 
thing to contribute to the program of health 
conservation. He should also be familiar with 
and utilize all welfare agencies who have a place 
in the community. The industrial nurse is a 
valuable aid in this connection and in most in- 
stances the liaison between the industrial medi- 
cal service and other agencies, both official and 
non-official. 

Program of health education.—The industrial 
medical service holds a strategie position to carry 
out an effective health education program and 
ean bring health teaching to bear at places where 
it will be of most value. It is perhaps a just 
criticism that educational efforts of many vol- 
untary agencies are too general in their ap- 
proach. While many publications, such as those 
for better nutrition, cleanliness and other health 
habits, should be of interest to all, others may 
have something of value for only a relatively 
small number of workers. While full use should 
be made of opportunity for health instruction 
to large groups by lectures and films and general 
distribution of pamphlets, intimate knowledge 
of the workers and their diseases and disabilities 
gives the medical service the opportunity to give 
the personal attention which, in the last analysis, 
is of most value. 


PROBLEMS OF INDUSTRIAL MEDICINE 


The problems of industrial medicine fall 
naturally into three sections: (1) The hygiene 
of work places; (2) the hygiene of workers; (3) 


. the fitting of the workers to their work. 


All three are important in connection with 
respiratory diseases, the first with prevention, 
the second with prevention and early diagnosis, 
and the third with rehabilitation. The first and 
third will be diseussed briefly, while the main 
part of this paper. will deal with the second. 
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The hygiene of work places deals particularly 
with ventilation, both intake and exhaust, and 
implies the elimination of dust and fumes, or 
their reduction below the danger threshold. Or 
failing this, the protection of the workers in in- 
stances where complete elimination is impossible. 
It depends for its efficiency on adequate laws 
and regulations, continuous inspection by ex- 
perienced medical and technical staff, and educa- 
tion of the worker to use the means at his 
disposal to protect himself against such hazards. 

In respect to respiratory diseases, it is impor- 
tant in the ease of acute infections such as the 
common cold, influenza and those due to the 
streptococcus. While it is of prime importance 
that these diseases should be diagnosed and the 
individual who is ill should not be allowed to 
continue at work and expose his fellow-workers 
to infection, it is not always possible to do so 
promptly. It has been shown, however, that 
these infections are transmitted more readily 
when the atmosphere is charged with dust par- 
ticles and even when the air is not changed fre- 
quently. For this reason it has been found 
that oiling of floors, wet sweeping, and changing 
the air frequently has proved more valuable in 
the prevention of the common cold, for instance, 
than the use of vaccines or vitamins, forms of 
therapy which, up to the present time, have not 
proved of definite value. 

It should be pointed out that silica dust is 
the only one that leads to permanent lung dam- 
age. It results in silicosis, which in turn is a 
predisposing eause of pulmonary tuberculosis 
and emphysema. The therapeutic use of alumi- 
num dust also holds out some hope for the 
amelioration of symptoms and to increase 
capacity for work in those affected.? 

The hygiene of workers has to do with medi- 
eal inspection, examination and supervision of 
all employees. It is not to be thought of as a 
part-time first aid service to take care of acci- 
dents and illnesses after they have happened, 
but a full-time service interested in the worker 
and his health problems, both physical and 
mental. It presupposes the examination of the 
worker as an applicant and his regular super- 
vision as a long-term servant, In the ease of 
respiratory diseases it has come to mean a com- 
plete physical examination, plus x-ray, and the 
use of laboratory aids readily available when 
needed. 

Industrial surveys——There are many oppor- 
tunities for early diagnosis by medical industrial 
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services. This is particularly so in connection 
with respiratory diseases, and the use of the 
x-ray has become an important part of the pro- 
gram. The advent of the fluorograph has opened 
up undreamed-of avenues of disease prevention 
and cure. We are fast reaching the stage when 
early diagnosis is no longer a pious hope, but 
an actual fact. We have heard for years the 
monotonous ery from sanatoria and tuberculosis 
hospitals about the large proportion of patients 
who seek admission with far-advanced disease. 
This is always true even when contacts are ex- 
amined. The figure of 80% moderately and far 
advanced for these groups is pretty constant, 
but as soon as surveys are undertaken of ap- 
parently well people, tuberculosis is discovered 
mainly in the minimal stages. It is true of the 
mass x-ray surveys of the recruits for the armed 
forces. It has been true of industrial surveys 
and it has been true of community surveys. Of 
the number of eases so discovered, the majority 
are in the minimal stages. 

In respect to respiratory diseases, preplace- 
ment examinations and routine examinations are 
the main points of the program. What we need 
now is a clear chart to guide us as to what is 
considered adequate in this connection. Occa- 
sional surveys of industrial workers by health 
departments or voluntary agencies fall far short 
of what is a complete service, as these examina- 
tions need to be earried.out as frequently as 
necessary and at the proper time. 

Hard-rock mining companies were pioneers 
in comprehending the extent of the problem and 
working out plans for its solution. Although 
the eredit for the initiation of many of these 
services goes to the Industrial Divisions of 
Health Departments, the mining industry was 
not long in learning to carry the ball and have 
now worked out excellent programs that are 
proving of great benefit both to management 
and employees. These services have played a 
ereat part in fostering health in the families and 
the communities from which they draw their 
workers and in many instances the management 
has shown a lively interest as citizens of a 
larger community. 

According to our present knowledge, all new 
employees should be examined when taken on 
and all others should be examined yearly, or 
oftener in some instances. It is to be hoped 
that much light will be shed on this problem 
from the experience of the armed forees. We 


know that while there are occasional eases of 
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tuberculosis that will develop soon after the 
x-ray is taken, they are relatively few. It was 
not until after eighteen months had elapsed that 
they appeared in the army in any great volume. 
The experience of the British Navy* provides 
valuable information in this regard. Over half 
a million naval personnel have been x-rayed and 
under the present plan, will be x-rayed yearly. 
Experience has also been obtained as to what to 
expect of lesions which are detected by the x-ray 
and which, at the time, do not show evidence of 
clinical activity. Owing to the shortage of 
trained personnel, a number of these were con- 
tinued in the services, but wherever possible 
were given lighter duties. The experience has 
shown that breakdowns occur in this group, par- 
ticularly in the first eighteen months, and that 
thereafter the numbers are small. Of 1,826 men 
of the Royal Navy with apparently inactive 
disease, 6.6 relapsed in the first six months, 5.5 


in the second, and 3.5 in the third. In the fourth 


six months, only 0.5 relapsed. 

The value of regular x-ray examination of 
employees will have a profound effect on the 
control of tuberculosis. It has been repeatedly 
stated that it is not the known eases of tuber- 
culosis that are ‘dangerous from the standpoint 
of infection, but it is the unknown spreaders. 
A glance at the probable number of these un- 
known spreaders is very convincing. There have 
been approximately one and a half million men 
and women x-rayed by the armed forces.. In 
round numbers the proportion rejected for 
tuberculosis was 1%, or 15,000. Of this number, 
one-third, or 5,000, were considered active and 
in need of treatment. On the same basis there 
are in Canada nearly 40,000 unknown spreaders. 


LocaL SURVEYS VARY 


The incidence of active tuberculosis in local 
surveys varies according to the death rate in 
the different provinces. It has been just over 
one in a thousand in surveys of whole com- 
munities in Saskatchewan. There has been a 
higher incidence in industrial surveys such as 
those of the Industrial Division and the Tuber- 
culosis Division of the Ontario Department of 
Health, and similar surveys in Manitoba and 
British Columbia. One of the highest is that 
reported by the Montreal Anti-Tuberculosis 
League on 50,000 industrial workers in Montreal. 

The problem at present is how to obtain x-ray 
services which can handle the large volume 
employed in industry. The development of the 





Active Inactive 
Total  tuber- _ tuberculosis 
surveyed culosis and observation 

Saskatchewan ...... 82,135 100 726 
Ontario 

Industrial surveys .. 48,127 128 463 

Tuberculosis Div. .. 58,859 74 624 
Montreal Anti- 

Tuberculosis League 30,357 1,020 966 


work will depend on the rapidity with which 
the newer type of machine for fluorography can 
be obtained. This has not been easy during the 
war, but there has been an improvement noted 
lately and no doubt there will be a rapid expan- 
sion immediately after the war. Larger firms 
will find it an advantage to install their own 
equipment. Many smaller ones will find it help- 
ful to obtain service from departments of health 
and from voluntary agencies. The problem has 
become of vital importance, not only to industry, 
but also to health departments and the voluntary 
agencies. It is the duty of the latter to foster 
and encourage the introduction of these services. 
At the present time many mass surveys are being 
carried out in industries under these auspices. 
While the follow-up of cases discovered in this 
way is facilitated, there is not always left be- 
hind an organized service to carry on the work 
and often there is no definite plan as to when 
the surveys can be repeated. Unless these 
agencies are in a position to provide regular 
service, some other arrangement should be made. 
It has always been and should always be the 
principle of the voluntary ageney, and to some 
extent the Health Department also, to look on 
such surveys as demonstrations, and to encour- 
age industries to establish their own facilities. 
In many eases however, particularly in connec- 
tion with small industries, health departments 
and voluntary agencies are in a position to 
supply such services regularly. They should 
never, however, become vested interests and re- 
tain such work if it ean be handed over. Their 
position should always be that of a trail-blazer. 


THE FITTING OF THE WORKERS TO THEIR WORK 


This is of importance from two angles. Pros- 
pective employees who, on preplacement exami- 
nations, are found to have a history of tuber- 
culosis or inactive and asymptomatic pulmonary 
lesion should not be deprived of the chances of 
earning their livelihood in the labour market. 
Industrial medical services able to evaluate such 
eases will find that there are many who ean fill 
a place as well as a normal person. In fact, 
many of these should be dealt with as normal 
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persons. With the manpower shortage so acute 
many employers have accepted these people and 
have found them quite satisfactory. This is as 
it should be, provided that none are accepted 
whose disease is active. 

Another angle is the re-employment of the ex- 
patient. A good deal of experience is accumulat- 
ing to show that ex-patients, provided their dis- 
ease is arrested, prove to be most satisfactory 
employees. The medical director of a company 
employing 46,000 workers has stated: ‘‘We have 
had twenty years’ experience with the re-em- 
ploying of tuberculous workers. We are quite 
happy with our results. The average attendance 
record of the recovered tuberculous group as 
related to sickness and absence was better than 
the average of the whole body of employees.’”* 

There is a warning in this connection, how- 
ever. At the present time, patients whose dis- 
ease is quiescent and sometimes even active, 
knowing that jobs are available will undertake 
employment. The employer who, through lack 
of preplacement examinations, employs such 
patients, will find that breakdowns will occur. 
The presence of active tuberculous workers will 
endanger the health of other workers, 

Ex-patients have proved satisfactory for vari- 
ous types of employment. There is a tendency 
nowadays to recommend a wider range of em- 
ployment. While it is not recommended that all 
are suitable for heavy manual labour and it is 
doubtful if advanced cases should again be em- 
ployed in such work, many minimal and even 
moderately advanced cases can and do resume 
work of a strenuous nature. 

In the matter of rehabilitation it is now gen- 
erally conceded that, if at all possible, it is to 
the ex-patient’s advantage to go back to his old 
occupation unless the nature of this work is so 
strenuous as to be entirely out of the question. 
Most people can do work which they know and 
for which they are trained with less expenditure 
of energy than something which entails a com- 
plete change in their life. 

The important point is that all patients need 
an adequate period of treatment, a suitable 
period of hardening and part-time work, if pos- 
sible, before undertaking full activity. When 
this has been done and sufficient time has elapsed 
for complete healing, breakdowns among these 
ex-patients will be less than the new cases aris- 
ing in the rest of the population. 

The industrial medical service has a great 

part to play in this connection. It holds the 
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key to early diagnosis where a complete cure is 
possible, insures that active cases will be recog- 
nized and other employees protected from in- 
fection. It will possess the information and 
medical knowledge to evaluate the possibilities 
of employment of inactive lesions and with the 
management can often work out satisfactory 
arrangements for the re-employment of trained 
patients. 
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THE TREATMENT OF SIMMONDS’ 
DISEASE WITH MALE SEX HORMONES 


By Gordon Burke, A.B., M.D. 
Vancouver 
and 
Max. M. Cantor, B.Sc., M.D., F.A.C.P. 


Associate Professor of Biochemistry, 
University of Alberta, Edmonton 


SIMMONDS’ disease is a term used to denote 

a symptom-complex in which progressive and 
profound emaciation is the outstanding char- 
acteristic. This is associated with regression of 
the primary and secondary sex characters. The 
term is generally reserved for those cases in 
which destructive disease of the pituitary is 
demonstrated clinically (intrasellar tumours) or 
at autopsy’(necrosis, embolism, ete.). Instances 
which fit these criteria are rare. Escamilla and 
Lisser? could find only 101 eases in the world 
literature up until 1940. More frequently pa- 
tients present typical manifestations of the dis- 
ease with no demonstrable organic lesions. To 
these, the terms ‘‘ pituitary emaciation’’, ‘‘hypo- 
physeal cachexia’’, ‘‘von Bergmann’s mager- 
sucht’’ or ‘‘functional Simmonds’ disease’’, have 
been applied. The diagnosis in these latter cases 
is one of exclusion, to eliminate the possibility 
of emaciation or cachexia due to any other cause. 
The exclusion of anorexia nervosa is frequently 
very difficult and depends chiefly upon the ac- 
tive, indefatigable behaviour of these usually 
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psychoneurotie young girls and the usual ab- 
sence in them of regression in the primary and 
secondary sex characters. 

The extreme emaciation in Simmonds’ disease 
is due to the complete loss of all fat depots in 
the body, to muscle atrophy and microsplanch- 
nia, Asthenia is marked, there is loss of libido, 
and amenorrheea is a constant finding in women. 
The early graying and loss of teeth, together 
with the dry, sallow wrinkled skin, produce a 
picture of premature senility. The prototype 
of this change in children is described as pro- 
geria and is instanced by the ‘‘enfeebled old 
dotard of five’’ in Bab’s Ballads. All meta- 
bolic activity is greatly diminished. The basal 
metabolic rate falls to between —30 and —50. 
Hypoglycemia is common and moderate exer- 
tion may precipitate shock. The blood pressure 
is reduced and syncope is common. Hypothermia 
is a constant feature. There is an associated 
secondary anemia and frequently hypochlor- 
hydria or achylia. The presenting symptoms 
are loss of appetite with aversion for water, 
marked weakness, dizziness, headache, nausea 
and vomiting, dyspepsia and constipation. The 
patient is apathetic and in the terminal stages 
is depressed and may exhibit signs of mental 
deterioration and delusional psychosis. The 
onset may be acute, cachexia may develop 
rapidly and death ensue in a few months; the 
process may develop gradually and the patient 
live many years. The prognosis depends upon 
the rapidity of development of the destructive 
process. Spontaneous remissions are not un- 
common in the functional types. 

The case here described has all of the char- 
acteristics of Simmonds’ disease without a 
demonstrable pituitary lesion. It is presented 
to illustrate the good response obtained by treat- 
ment with male sex hormones. 


CASE REPORT 


R.H.B., married, male, age 35 years. Two children. 
He was a missionary for four years, living on a pathet- 
ically low income but socially well adapted. He was 
first seen by one of us (G.B.) in June, 1943. His past 
history was non-contributory apart perhaps from a 
cerebral concussion in 1938 followed by lobar pneu- 
monia. He had a tonsillectomy as a child and an 
operation for deviated septum later in life. 

His first symptoms appeared in the summer of 1940, 
when he consulted a physician for malaise, undue 
fatigue, indigestion, nervousness, emotional storms and 
loss in weight of six months’ duration. The physician 
recorded a weight loss of 24 pounds from an average 
of 150 pounds, complete loss of libido, hypotension 
with a slow pulse rate (48 to 54 per minute) and a 
moderate secondary anemia. The basal metabolic rate 
was — 34, the sedimentation rate was normal, as was 
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the fasting blood sugar. There was no radiographic 
evidence of pulmonary disease. There was marked 
gastric hypoacidity. 

He was treated with thyroid extract up to 25 
grains B.P. daily, a multiple vitamin capsule and dilute 
hydrochloric acid. During the ensuing year, the pulse 
rate improved, the basal metabolic rate rose to — 20 
and remained stationary at that level, but the weight 
fell to 113 lb. The symptoms remained unimproved. 
By July, 1942, his pulse declined to a rate of 42 per 
minute, and he was bed-ridden. He had discontinued 
the thyroid but kept on with the vitamins and hydro- 
chlorie acid. 


He was admitted to Vancouver General Hospital 
on June 8, 1943, for investigation and treatment. He 
presented a picture of ageing, emaciation and mental 
exhaustion. All of the initial symptoms were present 
and aggravated. He weighed 94 pounds, pulse was 
46 and blood pressure 94/66. Profound emaciation 
and asthenia were present. The skin had a peculiar 
yellow pallor. The prostate was small and the testicles 
soft. There was no alteration from normal in the 
sexual hair pattern.. Laboratory investigation revealed 
a moderate secondary anemia of the hypochromic type. 
The basal metabolic rate was -—24. Hypothermia, 
hypoglycemia and hvypochlorhydria were marked. 
There was no blood pressure response to adrenalin and 
he responded to five units of insulin with a hypo- 
glycemic reaction of shock proportions. There was 
no radiographic evidence of organic disease in the 
chest, gastro-enteric tract or pituitary fossa. 

During the first two weeks in hospital he received 
three blood transfusions with resultant restoration to 
normal of the blood picture. In addition he received 
25 mgm. of testosterone-propionate (Perandren Ciba) 
by intramuscular injection every four days and 10 
mgm. methyl-testosterone (Metandren Ciba) by mouth 
daily. Supportive therapy by high calorie diet and 
hydrochloric acid was also instituted. 

Improvement was progressive, and on discharge on 
August 3, 1943, 56 days following admission, he had 
gained 16 pounds in weight and was able to get 
around and do light work. Metandren by mouth and 
Perandren by injection was continued as outlined for 
a month following discharge, when the Perandren in- 
jections were decreased by lengthening the interval 
between injections, so that by April, 1944, he was 
getting one injection every four weeks. Six weeks 
after discharge he obtained work in a sawmill and he 
has continued in this occupation without undue 
fatigue. His weight is now 145 pounds, his pulse 
and blood pressure are within normal limits and his 
basal metabolic rate is normal. The patient had been 
impotent for several years and repeated examination 
of expressed ‘‘semen’’ showed no spermatozoa. Dur- 
ing the past winter he began to have nocturnal emis- 
sions, his libido returned and his wife became 
pregnant this spring. 


COMMENT 


The findings in this ease fit all the criteria of 
Simmonds’ disease with two notable exceptions: 
there was no alteration from normal in the char- 
acter or distribution of pubie and axillary hair, 
and there was no clinically demonstrable pitui- ‘ 
tary lesion. It is possible that the severe cere- 
bral coneussion which occurred two years before 
the onset of symptoms may have been con- 
tributory to the process. Apart from this it is 
difficult to find anything in the ease history 
which might have caused depression of hypophy- 
seal function. 
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Where destruction: of the pituitary is com- 
plete, no form of therapy can be expected to 
effect a permanent eure, since the deficiency 


persists and symptoms will recur when the treat-_ 


ment is withdrawn. Therapy must be of the 
complete substitution type, and rationally, such 
replacement should be effected by extracts of 
the whole anterior pituitary. The results with 
such a form of therapy have been disappointing. 
Kylin? used pituitary implants with promising 
results, but it is doubtful whether the selection 
of patients in this instance is beyond criticism. 
Adrenal cortical extract has been used in a 
limited number of cases. Williams and Whit- 
tenberger* among others report a favourable 
response to this form of therapy with alteration 
of the blood electrolytes in a manner obtained 
in the treatment of Addison’s disease. Thyroid 
extract is contraindicated. It is pertinent to 
note that the administration of thyroid in our 
ease aggravated the general condition without 
increasing the basal metabolic rate materially. 
This is not unexpected, since the low rate of 
oxidation in cachexia is a protective mechanism 
to prevent further weight loss. The ineffective- 
ness of thyroid further indicates that the low 
basal metabolic rate is probably associated with 
a depression of secretion of the pituitary thyro- 
tropic principle. The hypoglycemic response 
to small doses of insulin suggests depression of 
the diabetogenic factor of the pituitary. 

Talbot, Butler and MacLachlan‘ noted that 
certain patients with Addison’s disease receiving 
adequate treatment with desoxycorticosterone 
acetate continue to lack energy and endurance. 
Such patients respond with a gain in weight and 
show an inerease in strength and endurance 
when testosterone proprionate or methyl testo- 
sterone is administered as a supplement. The 
essential chemical alteration in these eases is the 
production of a positive nitrogen balance. One 
of us (M.M.C.)° has used testosterone propion- 
ate for several years to inerease the growth in 
dwarfism assumed to be of pituitary origin. 
Wilkins et al.® have used methyl testosterone for 
the same purpose and have shown that nitrogen 
retention and creatinuria are produced. These 
findings suggest that testosterone propionate and 
methyl testosterone produce an effect on nitro- 
gen metabolism in the presence of reduced 
hypophyseal function despite the intimate réle 
of the hypophysis in this effect. These findings 
prompted Werner and West’ to use methyl 
testosterone in cases of Simmonds’ disease where 


hypophyseal function was known to be lacking 
and in which any effect on nitrogen metabolism 
was not complicated by concurrent growth. The 
cases selected were ones in which the hypophysis 
was destroyed by intrasellar tumours diagnosed 
radiographically. The two subjects, a girl of 
20 and a man of 31 were given methyl testo- 
sterone in doses of 100 mgm. daily. There was 
subjective and objective improvement, nitrogen 
retention and weight gain. Strength and vigor 
were renewed and libido returned. 

The coneurrent use of testosterone propionate 
and methyl testosterone in our case was 
prompted by these results and by the findings 
of Talbot et al.* that testosterone propionate 
could replace desoxycorticosterone in the treat- 
ment of Addison’s disease, and the reports of 
McCullagh and others* that it produced a de- 
crease in the glucose tolerance in animals. This 
effect is supported clinically by Armstrong® who 
reports inereased glycemia and glycosuria when 
testosterone propionate was administered to a 
ease of diabetes mellitus with Addison’s disease. 

While it is probable that the hypophysis is 
not entirely destroyed in our case and that a 
remission might have been expected, we feel that 
our findings warrant a more extensive clinical 
trial. 


CONCLUSIONS 


1. The recent literature on the treatment of 
Simmonds’ disease is reviewed and assessed. 

2. A ease of ‘‘functional’’ Simmonds’ disease 
is presented. 

3. A good therapeutic effect is reported by the 


concomitant use of testosterone propionate and 
methyl testosterone. 


The authors acknowledge with gratitude the kind- 
ness of Mr. E. R. Angehrn of the Ciba Company 
Limited, Montreal, for the generous supply of testo- 
sterone propionate (Perandren) and methyl] testosterone 
(Metandren) used in this study. 
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REPORT OF No. 1 CANADIAN NEURO- 
PSYCHIATRIC WING, R.C.A.M.C., B.L.A. 


By Major G. 8. Burton, R.C.A.M.C. 


HIS report is based on cases seen at this 

unit from August 5 to September 30, 1944, 
while attached to No. 10 Canadian General 
Hospital. 


No. 1 Canadian Neuropsychiatric Wing 
arrived in this theatre of war attached as an 
increment to No. 10 C.G.H. and has functioned 
during the above period in the base hospital area. 

During the early period of operation the 
tactical situation permitted us to see acute 
cases which had been evacuated only a few 
hours previously. These had been sent down 
with battle casualties and did not pass through 
any Exhaustion Unit. At other times when 
No. 1 Canadian Exhaustion Unit was being 
moved, acute cases were evacuated directly to 
this centre. In addition to ‘‘Exhaustions’’ there 
were referrals for Neuropsychiatric reports from 
General Hospitals, 2 CBR Gp. and 3 Reallo- 
cation Centre. 


Benefiting from the observations made by 
the Canadian consultant psychiatrist and psy- 
chiatric experiences reported from the Mediter- 
ranean theatre of war, a policy of rapid identi- 
fication and disposal was instituted. The local 
situation and the limited bed capacity also 
influenced this decision. Since the opening of 
this wing, we have operated as a parasitic unit 
on No. 10 C.G.H. We were allotted 75 bed 
“E”’ block in the Medical Section. Our own 
ordnance stores having been lost ‘a transit, we 
were entirely dependent for medical and 
ordnance equipment. One wishes to record 
that the assistance given by all departments of 
No. 10 C.G.H. has left nothing to be desired. 


We have had as neighbours until recently 
No. 32 British General Hospital handling psy- 
chiatric cases and they have been most helpful 


in assisting us to meet the situation. A local 
arrangement with Lieut.-Col. Backus of No. 32 
British Psychiatric Hospital was made whereby 
British psychiatric cases were transferred direct- 
ly to them and in turn Canadian other ranks, 
who were psychiatric problems were passed on 
to us. Canadian officers were admitted to 
No. 32 British Psychiatric Hospital for investi- 
gation and treatment, and when the occasion 
arose, transferred to us for disposal. For the 
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past three weeks all the Canadian psychiatric 
casualties evacuated to this area have been 
handled through this wing. 

The functional cases seen at this centre are 
identical with those described by others and 
have not presented any new problems. Pre- 
cipitating etiological factors have varied. A 
number of demoralizations resulted from bombs 
falling short, and the man losing faith in his 
air cover. Another causal factor observed in 
some units was the prolonged length of time 
under stress without adequate mental and 
physical rest. Many of the histories indicated 
that the most severe stress to which men ap- 
peared to be subject was that of being pinned 
down in one area and under constant mortar 
and shell fire. The asthenic, underweight 
soldier, who is asked to compete with other 
men in battle, seems prone to develop psychiatric 
disability. It is true that in most of these 
cases there was an existent personality defect, 
yet a number of these carried on for varying 
periods and broke eventually. under a single 
severe stimulus such as, a ‘‘near miss’’, terrific 
carnage, death of a friend, or being partially 
buried. 

The treatment of many of these cases did not 
consist of more than identification of their 
personality defect and a recommendation to 
their recategorization and reallocation. The 
acute symptoms resultant from battle experience 
had resolved before admission. 

A number of cases were treated by a modified 
continuous narcosis program using medinal 
and paraldehyde supplement. Most of these 
cases had 2 to 4 days’ continuous narcosis, 
which resulted in the resolution of their acute 
symptoms. The cases selected for this therapy 
were those suffering acute anxiety states and 
hysterias. Sodium amytal was used in a 
number of cases to induce the suggestible state 
and in a few cases to treat major hysteria. 
Psychotherapy was given to all cases in the 
nature of explanation, suggestion and reassur- 
ance. 

It was observed that when the patient knew 
that his case was to be reconsidered by a 
medical and reallocation board his symptoms 
were further resolved. 

Although a convulsive therapy machine was 
supplied the necessary power was not available 
and, thus far, we have had very few, if any, 
cases for which this treatment appeared indi- 
cated. 
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A program of productive occupational therapy 
was instituted by arrangement with the com- 
manding officer and matron of No. 10 C.G.H. 
Approximately 30 to 35 patients were daily 
employed in the hospital area, making dressings, 
preparing equipment for sterilization, cleaning 
supplies and general fatigue duties. This pro- 
gram has been of benefit to the patients and to 
No. 10 C.G.H. A minimum of diversional 
occupational therapy was arranged for. 

Sports equipment was supplied by the auxili- 
ary forces, writing material, library facilities 
and tobacco were made available by the. Cana- 
dian Red Cross Services. Bathing facilities and 
the opportunity to draw any necessary equip- 
ment from quartermaster stores were made 
available for each patient. 

Evacuation to the United Kingdom was 
necessary in a number of cases. It was the 
policy to retain in this theatre of war every 
man, even though only fit for labour duties 
with employment companies. The number of 
psychotics admitted have been few and they 
have not presented any problem owing to the 
rapid facilities for evacuation to the United 
Kingdom. 


OBSERVATIONS BASED ON Two MOonTHS IN 
Tuts THEATRE OF WAR 


The parasitic dependence of a_ psychiatric 
unit of this size on a general hospital is of 
mutual benefit to both units. 

In view of the limited war establishment, 
the facilities provided by the A. and D. De- 
partment of a general hospital are essential. 
The availability of medical, surgical, x-ray, 
laboratory and dental services assist greatly in 
a better appreciation and treatment of the 
cases admitted. The Q.M. Department of a 
general hospital is necessary to re-equip men 
in that a great number are admitted with their 
equipment deficient. Thus far the facilities 
for handling Canadian officer psychiatric casual- 
ties has been inadequate. 

We are able to affirm from the observations 
previously made that the one important factor 
operative in nearly all psychiatric casualties is 
the constitutional personality pre-disposition, 
and many of the casualties could have been 
identified had adequate screening been possible. 
In this respect it is true that there is a small 
group of pre-disposed individuals whose voli- 
tional factor is good and they are able to contri- 
bute valuable service for a limited time. 


As the pressure of cases limits definitely the 
amount of time available for psychotherapy the 
resolution of many of these cases depends in 
large part on nursing sisters who have had 
neuropsychiatric experience. 


It is our impression that the prevention of 
psychiatric casualties is essentially the responsi- 
bility of the combatant officer and the unit 
medical officer and that once the casualty is 
evacuated beyond the forward area the likeli- 
hood of his return to full duty diminishes 
rapidly in proportion to the time that he is 
away from his own unit. 

It is considered that a number of the etio- 
logical factors could be overcome by a longer 
conditioning period to battle noises and stress. 
There appears to be no place for an asthenic, 
immature, underweight, timid, unstable indi- 
vidual in the Canadian Infantry Corps. 


The number of neuropsychiatric problems 
indicate that it is essential to have a competent 
neurologist attached, and the work of Major 
J. A. Walters in this field has been most helpful 
to this unit and the General Hospital to which 
it is attached. 


Somatic symptoms of pain such as headache, 
backache, digestive disorders, frequency with 
enuresis, precordial pain and dyspneea, fatigue, 
loss of weight and insomnia have required 
careful investigation of physical, psychological 
and social factors. In many cases a general 
neurotic setting and the pathogenic influence 
of a hostile environment could be readily 
established. 


In a number of cases patients with obscure. 
complaints and few gross findings come to us as 
exhaustion, and complete examination showed 
major physical disease. Two brain tumours, 
Marie Striimpell’s arthritis, biliary colic, pul- 
monary tuberculosis, cerebral emboli, fractured 
ribs and acute poliomyelitis were all encoun- 
tered thus. 

Neurological problems such as the late effects 
of head injury, vertigo, migraine, obscure low 
back pain of organic type, and faints and fits 
and neuralgias have required distinction from 
the functional nervous diseases. 

Neurological problems such as brachial neu- 
ritis, sciatica, peripheral nerve lesions, para- 
plegia, neurosyphilis and epilepsy have been 
diagnosed and treatment planned. 

Such problems have confirmed our experience 
in the United Kingdom. Any unit which is 
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elected to deal with war neuroses and inadequ- 
acies must be prepared to (a) Diagnose the 
dificult problems of medicine and surgery, 
which present few physical signs and may be 
erroneously considered neurotic. (6) Act as 
consultant authority on problems of medical 
neurology. (c) Advise on neurosurgical problems 
in the absence of a neurosurgeon. 

The value of this broad approach to military 
neuropsychiatry which has characterized the 
Canadian Army practice has been again proved 
in the field. The problems of medicine, surgery, 
neurosurgery, neurology and psychiatry in mili- 
tary practice overlap and the neuropsychiatrist 
must be prepared to consider problems of 
central nervous function, which may arise in 
any of these fields. 


ALLERGIC MANIFESTATIONS OF THE 
NEW-BORN PERIOD* 


By George A. Campbell, B.A., M.B., 
F.R.C.P.(C) 


Ottawa 


QUESTIONNAIRE was sent to some 600 

of the leading obstetricians, allergists and 
pediatricians of North America in an effort to 
obtain a cross-section of current thought on this 
very interesting subject. 

These ‘‘writings on the wall’? must be fre- 
quently overlooked by obstetricians and natural- 
ly so. Garber, of Birmingham, Ala. (personal 
communication) states that in 7,000 obstetrical 
eases, not onee has he noticed evidence of in- 
fantile eczema or other signs which would 
indicate that the infant was potentially allergic. 
Similar opinions have been expressed by many 
other obstetricians with whom the subject has 
been discussed. 

Ratner, Vaughan, Piness and Casparis? believe 
that potentially allergic children can be recog- 
nized during their first few weeks of life. 
Ratner* believes that allergy, or the capacity to 
acquire allergy is a universal attribute of the 
animal kingdom and that the child does not 
require an allergic ancestry to develop allergy. 
He considers that the management of allergic 
children might be said to commence with concep- 





* Read at the Seventy-fifth Annual Meeting of the 
Canadian Medical Association, Section of Pediatrics, 
Toronto, Ontario, May 25, 1944. 





tion and that as a preventive measure, pregnant 
women should be warned against satisfying food 
cravings, as a food debauch shortly before 
parturition may precipitate severe allergy in the 
newborn infant, just as a heavy meal by a blood 
donor shortly before transfusion may precipitate 
a severe transfusion reaction in the recipient. 
Cook and Veeder are open minded on the sub- 
ject, whereas Schloss and Parmalee deny the 
existence of such a syndrome. 

The English Status Lymphaticus Investiga- 
tion Committee,* after performing autopsies on 
600 newborn infants who had died suddenly, 
question the existence of the thymic diathesis 
and consider these deaths to be due to anaphy- 
laxis. Dr. Anthony of the Children’s Hospital, 
Detroit, followed 30 children who had been re- 
ferred to him for x-ray treatment of thymic 
hypertrophy. All but 5 of these were shown to 
be allergic by skin tests, personal and family 
history. In 3 of the remaining 5 cases allergy 
was suggested but not proved. 


Bell and Eriksson® obtained positive reactions 
in 15 out of 18 newborn infants tested for 
protein sensitivity. Carey and Gay® could not 
confirm these findings. In our own experience 
positive reactions in the newborn are only about 
half the size of similar reactions in older chil- 
dren. As a rule, skin testing of the mother and 
newborn infant is unreliable and usually un- 
necessary. 


While there is no group of symptoms which 
would enable one to go through a newborn 
nursery and select those infants who will sub- 
sequently become allergic, the following signs 
should make one suspicious of potential allergy, 
according to answers obtained from the question- 
naire mentioned above: 

(1) Retro-auricular intertrigo, especially be- 
hind the left ear (Kugelmas’). (2) Seborrhea 
capitis with or without patches of seborrheic 
eczema over the shoulders, arms, in the eyebrows, 
elbows and popliteal spaces. (38) Intestinal 
bleeding after feeding cow’s milk (Rubin®). The 
stools become loose, then mucus appears and 
finally flecks of bright red blood. The condition 
promptly disappears when human milk, goat’s 
milk or soy bean milk is substituted. As the 
casein fractions of cow’s milk and goat’s milk 
are very similar, this is probably a specific 
bovine lactalbumin sensitivity.® 

(4) The so-called ‘‘geographical tongue’’ 
(Clein).*. (5) Visible peristaltic waves. (6) 
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Intrauterine hiccough (supposed to indicate 
mild pylorospasm). (7) Infants with pyloric 
stenosis who continue to vomit after operation. 
The number of operations for pyloric stenosis 
has shown a remarkable drop since the allergic 
nature of this condition has been realized.?° 

(8) Excessive rubbing of the nose (the so- 
called ‘‘allergic salute’’). (9) Excessive sneez- 
ing (especially if nasal smears show eosino- 
philia). (10) Excessive hunger on a formula 
that contains sufficient calories (this is probably 
abdominal discomfort or colic). (11) Allergic 
colic, which must be differentiated from colic due 
to swallowed air. Allergic colic can only be 
relieved by stopping the allergic food. 

(12) Excessive reaction to silver nitrate drops. 
(13) Excessive reaction to ammoniated mercury 
ointment or other salves or oils used to prevent 
impetigo. 

(14) Urticaria shortly after breast feeding 
which usually disappears before the next feed- 
ing. This is most likely to be caused by some- 
thing in the mother’s diet rather than a specific 
reaction to human milk protein, It has been 
definitely traced to such items as chocolate, 
rhubarb and asparagus. (15) Intolerance to 
orange juice and cod liver oil. (16) Unusual sen- 
sitivity to sugar. (17) Early excoriation of the 
buttocks. 


(18) Asthma, especially in a breast fed baby 
whose mother’s scalp shows excessive dandruff. 
(19) Laryngospasm. (20) Glossitis (rare). 
(21) Gidema of feet and hands. (22) Unstable 
parentage. 


(23) Finally, an infant born of allergic 
parentage should always be considered potential- 
ly allergic. 

When the infant is sensitive to the common 
wheat, milk, egg combination it is usually easier 
to wean the baby than to place the mother on a 
special diet. 


OuR EXPERIENCE 


McIlwaine believes that not more than 50% 
of newborn infants who show allergic symptoms, 
later develop allergy. An analysis of the his- 


tories of 200 of our own allergic patients seen 
in later infaney and childhood shows that 25% 
of them revealed allergic symptoms during their 
newborn period which might easily have been 
recognized as such had the attending physician 
been allergically minded. 

The following case history summaries record 
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personal observations on allergic children seen 
in private practice. 


CASE 1 


J.B., a newborn infant whose older brother had died 
of anaphylactic shock, after his first breast feeding pre- 
sented similar symptoms when one drop of his mother’s 
milk was placed on his tongue. He was promptly 
weaned. One month later’ he gave a four plus reaction 
to human milk. 


CASE 2 


P.L., another newborn infant on being placed to the 
breast on the second day of life went into a state of 
anaphylactic shock so severe that the head nurse baptized 
him during the episode. He was resuscitated with 
adrenalin and artificial respiration. The same thing 
occurred the following day when he was given one drop 
of his mother’s milk. He, too, was weaned forthwith 
and later was proved allergic to human milk, by skin test. 


These are examples of extreme sensitivity to 
human milk, which, while they are very rare 
do oceur. 


CASE 3 


The newborn infant of a doctor’s wife who was 
receiving inoculations for hayfever, developed such severe 
eczema each time his mother received an inoculation that 
the hay fever treatment had to be stopped. 


CASE 4 


A newborn breast-fed infant developed intense weep- 
ing eczema in hospital. She was later shown, by skin 
tests, to be sensitive to wheat, and her eczema promptly 
disappeared when starch was removed from the nurse’s 
uniform. 


CASE 5 


Her brother, born 5 years later, developed eczema 
shortly after birth and asthma at 1 year. He reacted 
to silk and cow’s milk. His maternal grandfather, four 
maternal uncles and his sister are allergic. 


CASE 6 

G.D. developed eczema at two weeks involving the 
face, arms and knees. His mother had terrific cravings 
for oranges and tomatoes during pregnancy and con- 
sumed large quantities even though this produced hives. 
When first seen at the age of 1 year, the infant had 
generalized eczema, post-auricular intertrigo behind the 
left ear but not the right ear, and indolent ulcers on 
the buttocks. He gave positive reactions to oranges, 
tomatoes and eggs. If he receives any of these foods 
the diapers become ammoniacal but as soon as they are 
removed the odour disappears. His maternal aunt suffers 
from eczema. 


CASE 7 
A.P. coughed and wheezed during his sojourn in the 
maternity ward. He developed eczema at 3% months. 
He reacted to lactalbumin, wool, feathers, egg yolk ard 
human hair. His maternal great-grandfather was asth- 
matic. 


CASE 8 
B.P. was born with a rash which lasted two weeks. 
He developed eczema at 2% months which became quite 
severe at 9 months. He reacted to orris root, silk, egg 
and human hair. His paternal grandmother is allergic. 


CASE 9 
P.O. suffered from severe colic, vomiting and wheezing 
during his first two weeks. He was given x-ray treat- 
ments for thymic hypertrophy. He developed eczema 
at 2 months and had continuous colds, bronchitis and 
colic for 9 months and eventually asthma at 2 years. 








He reacted to mustard, chocolate, feathers, house dust, 
beef and dog hair. His maternal grandfather and uncle 
are asthmatic. His mother suffers from asthma and 
eczema. 


CASE 10 


B.McG. developed a rash on his face and head during 
his first two weeks, followed by a typical asthmatic 
wheeze at 4% months. He gave positive reactions to 
canary feathers, casein, orange, codfish and cotton. His 
father is asthmatic. His asthma disappeared when the 
canary was removed from the home. 


CASE 11 


D.MeD. developed a left sided post-auricular eczema 
shortly after birth. A croupy cough developed when 
he was 8 days old. He was brought to the city from 
Cobalt at the age of 4 months for skin tests on account 
of generalized eczema, and while staying in a very 
dusty boarding house developed such severe asthma that 
he had to be hospitalized and placed in an oxygen tent. 
He reacted to wheat, barley, cotton, wool and house 
dust. His maternal aunt has hay fever. His 3-year old 
sister had previously been treated by us for eczema. 


CASE 12 


B.L. was born with a dry ichthyotic skin. He de- 
veloped eczema at 5 months and gave positive reactions 
to tomato, egg and milk. The family history is negative. 


CASE 13 


J.C. developed eczema shortly after birth. When 
seen at 6 months his eczema was generalized and he was 
still breast-fed. He reacted to egg and tomato. He 
was weaned and the eczema promptly disappeared. The 
family history was negative. 


CASE 14 


B.B. developed edema of the hands and feet and 
seborrheic dermatitis during his neonatal life. At 2 
years he was referred on account of cyclic vomiting and 
severe abdominal pain, thought to be chronic appendi- 
citis. His seborrheic eczema and past history suggested 
an allergic etiology. He reacted to milk, orange, apple, 
beet, feathers, horse hair, human hair, peas, cheese and 
mustard. He lives on a farm. His paternal uncle has 
eczema. 


CASE 15 


A.R. developed urticaria and eczema during his first 
two weeks. At 4 months his first cow’s milk feeding 
produced such severe anaphylactic shock that he nearly 
died. He reacted to milk, eggs and spinach. Now at 
8 months the smell or taste of milk still makes him 
shudder. A maternal uncle is extremely allergic to milk. 
The maternal grandfather has hay fever, the father gets 
urticaria after eating strawberries or clams. 


CASE 16 


P.R. had colic and intense vomiting after cow’s milk 
during his first two weeks. At 3 months he developed 
asthma following the addition of gelatin to his formula. 
He reacted to lactalbumin and gelatin. His great-grand- 
mother was asthmatic. 


CASE 17 


P.P. was born with a dry ichthyotie skin. Excessive 
sneezing and urticaria were noticed during his first two 
weeks. An attempt to wean him was made at 5 months. 
His first feeding of cow’s milk produced terrific vomit- 
ing. He reacted to wheat, feathers, milk, kapok and 
egg. His family history was negative. 


CasE 18 
D.D. suffered from facial eczema and seborrhea at 
birth. At 5 months a generalized seborrheic eczema 


He 
His family 


caused his parents to bring him for investigation, 
reacted to horse hair, orris root and wheat. 
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history is negative. His mother blames the talcum 
powder in the hospital for all his trouble. 


CASE 19 


W.W. suffered from eczema, rhinitis, vomiting and 
cough after feeding during his first two weeks. At 11 
months he developed asthma. At 17 months the applica- 
tion of mustard paste almost proved fatal. Feathers, 
wheat, egg white, egg yolk, casein and lactalbumin gave 
6 to 8 plus reactions. He went into a convulsion while 
being skin tested. His paternal grandfather and father 
are asthmatic. His brother died at 14 months of asthma 
and ‘‘food poisoning’’. His father is a baker and the 
family live over the bakery. He was desensitized orally 
to wheat. 


CASE 20 


R.H. developed post-auricular intertrigo and facial 
eczema at birth. At 10 months he still had facial 
eczema. His sole positive reaction was cotton. His 
family history is negative. 


CASE 21 


M.G. developed intense facial eczema and vomiting 
shortly after birth. At 1 month the eczema had become 
generalized and at 6 months she developed asthma. She 
reacted to milk, egg and feathers. Her maternal grand- 
father is unable to eat eggs. Her mother develops 
severe abdominal pain and migraine from eating the 
amount of egg contained in a cookie or pudding. 


CASE 22 


R.H. during his first two weeks was always hungry, 
and suffered from vomiting, colic and generalized erup- 
tion. At 10 weeks he began to wheeze and at 3 months 
had generalized eczema and seborrhea. He reacted to 
egg, milk and wool. His paternal grandmother is 
asthmatic. 


CASE 23 
H.J. developed a croupy cough at 8 days. 
month facial eczema. 
and angora. 


At 1 
He reacted to feathers, cat, dog 
Family history is negative. 


CASE 24 


J.L. developed eczema shortly after birth and asthma 
at 1 year. He reacts to feathers, milk and orris root. 
His maternal grandmother and two aunts have hay fever. 
His maternal grandmother and father have eczema. 


The apparent cures after removal of offending 
proteins in all the above cases make it probable 
that an allergic diathesis present and recogniz- 
able at birth, was the forerunner of later mani- 
festations of allergy and that earlier and more 
complete investigation might have prevented 
much disability. 


SUMMARY 


In this series the following signs and symp- 
toms noticed at or shortly after birth, which for 
our purpose will be called primary allergy, were 
followed after a lapse of months or years by 
what, for our purpose, might be called secondary 
allergy, viz.: the typical group of allergic dis- 
eases which we all recognize as such. These 
signs are: Anaphylactic shock from human 
milk ; infantile eezema ; cough; nondescript rash ; 
colic; vomiting; wheeze; post-auricular inter- 
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trigo; croup; dry ichthyotic skin; edema of 
hands and feet; seborrhea; urticaria; excessive 
sneezing ; rhinitis; excessive hunger. 
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MAXILLARY SINUSITIS OF DENTAL 
ORIGIN 


F./L. M. K. MacGougan, R.C.A.F: 
No. 6 Release Centre, Regina 


SINCE 1943 many eases of acute and chronic 

maxillary sinusitis seen by us have been 
treated with a suspension of sulfathiazole 
powder in glycerine. Having had excellent re- 
sults similar conservative treatment was tried 
in two eases of maxillary sinusitis of dental 
origin. , 

These cases were confirmed by their dental 
history of extractions of upper first molars, sub- 
sequent antral fistule, and resulting maxillary 
sinusitis with a profuse and foul post-nasal dis- 
charge. In both cases severe pain over the 
antrum prevented further flying. A Caldwell- 
Lue antrotomy had been recommended by a con- 
sultant for these cases. 

The. treatment used was essentially that recom- 
mended by Major J. K. Austmann, R.C.A.M.C.; 
namely, an antral lavage once daily with normal 
saline injected through a trochar introduced 
under the inferior turbinate, to remove secre- 
tions pooled in the antrum. However, pressure 
should be avoided following plastic closure of 
the fistula. A suspension of 20% sulfathiazole 
powder in ordinary glycerine was then injected 
through the trochar. The head was held in- 
clined slightly forward during the injection, 
which was continued until the white suspension 
ran freely from the nares. The patient was 


advised to keep the head upright for one hour. 
When the discharge became less profuse the 
antral irrigations were discontinued but the 


sulfathiazole injections were continued for one 
week. A final antral lavage being clear treat- 
ment was discontinued. 


CASE 1 


F./L. B.K.H., a young white male, had the upper 
right first molar extracted in December, 1941. The 
patient states that the opening was packed after the 
extraction and the fistula healed uneventfully. In 
January, 1942, the patient noted pain over the right 
maxillary sinus. This subsided with heat treatments, 
although there was a foul-smelling, yellowish, post- 
nasal discharge for three weeks. An aching pain 
continued over the right cheek occasionally until 
January, 1944, when he noted a recurrence of the 
profuse post-nasal discharge. This continued until 
August 15, when he was forced to cease flying.by the 
severe pain in the right antral region. On that date 
a right antral lavage revealed a purulent, stringy, 
discharge of very objectionable odour. Three antral 
lavages had already been done by a consultant with 
no improvement and a Caldwell-Luc antrotomy had 
been recommended. Altogether this patient had eight 
antral lavages and seven instillations of 20% sulfa- 
thiazole powder suspended in glycerine. The last 
antral lavage being perfectly clear, treatment was 
discontinued. This patient was not hospitalized. 

One month later there was no post-nasal discharge 
or facial pain. The right maxillary sinus was per- 
fectly clear on transillumination and on antral lavage 
the return was clear. He had resumed full flying 
duties. 


CASE 2 

F./L. B.J.P., a young white male, was examined by 
Capt. C. A. Goodison, C.D.C. The left, first upper 
molar had split due to advanced dental caries, so that 
only the outer portion of the tooth remained in the 
socket. This accident had occurred several weeks 
previously, leaving a large antral fistula. 

The patient had not sought dental attention until 
the discharge became so profuse and foul that he was 
occasionally nauseated. Captain Goodison extracted 
the remaining root, and removed the inner and outer 
bony walls so that flaps of mucous membrane from 
the gum margins could be approximated with inter- 
rupted silk sutures. 

The patient was hospitalized and given ‘sulfa- 
thiazole by mouth for several days. Antral lavages 
with sulfathiazole in glycerine instillations; the last 
lavage being clear, treatment was discontinued. Five 
months later there was no post-nasal discharge or 
facial pain and the left antrum was perfectly clear 
on transillumination. He had also resumed full flying 
duties. In both these cases x-rays were not taken 
on completing treatment due to service difficulties. 


Since a fistula of the maxillary sinus is a not 
too uncommon sequela of the extraction of the 
upper first and second molars, and severe infec- 
tions occasionally follow such an accident, it 
would be well to reconsider the treatment of 
these fistule and the resulting sinus infection. 

It has been shown that infections in partially 
closed cavities, such as maxillary sinuses and 
postoperative mastoid wounds, can be controlled 
in some eases by the local application of the 
sulfa drugs, along with oral treatment in the 
more severe cases. Where a tooth root is sus- 
pected to be in the maxillary sinus the fistula 
should first be enlarged by removing the inner 
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and outer bony walls, then an antrum irrigation 
through the nasal passage will wash the frag- 
ments through the fistula. Subsequently, mucous 
membrane flaps are used to close the fistula. 
After the flaps have healed the maxillary antrum 
ean be checked for infection by another antral 
lavage. 

Should infection supervene, immediate treat- 
ment with antral lavage and sulfathiazole instil- 
lations should be commenced. Caking of the 
sulfathiazole in the antrum has not been noted 
and only minimal quantities are found in the 
daily washings. These measures would result 
in more rapid repair of such fistule, and the 
prevention of much unnecessary and disabling 
sinus infection. In most eases a Caldwell-Lue 
operation on the maxillary sinus would be 
avoided. 


SUMMARY 


1. Conservative treatment of maxillary sinu- 
sitis of dental origin is suggested by antral 
lavage combined with the instillation of sulfa- 
thiazole suspended in glycerine. In the more 
severe cases it is also advisable to give sulfa- 
thiazole by mouth. 

2. Fistule of the maxillary sinuses should be 
closed with mucous membrane flaps subsequent 
to the removal of the root fragments from the 
sinus. All such eases should be checked for 
infection of the sinus by an antral lavage fol- 
lowing the healing of flaps. 
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‘¢Tnunctions are more agreeable and efficacious than 
fomentations; for ointment does not run down and stain 
the bed-clothes—a thing very disagreeable to the pa- 
tient—but it adheres, and, being heated by the body, 
is absorbed. Thus its effects are persistent, whereas 
liquid preparations run off.’’—Aretzus the Cappadocian. 
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Case Reports 


GONOCOCCAL CONJUNCTIVITIS 
TREATED WITH PENICILLIN 


By R. J. P. McCulloch, M.B., and 
Charles Dyson, M.D. 


Toronto Western Hospital 


The following is a report of a case of gono- 
coccal conjunctivitis, sulfathiazole-resistant, 
which yielded to a combination of topical and 
parenteral penicillin. 

The patient, a nineteen-year old unmarried 
female, was first seen at the eye clinic of Toronto 
Western Hospital on June 27, 1944, with a 
three-day history of discomfort, redness, swollen 
lids, and increasing discharge from the right 
eye. The clinical appearance was typical of 
gonococcal conjunctivitis. The patient at that 
time denied venereal disease or contact with it. 
A smear of the conjunctival secretion was in- 
conclusive, and culture was awaited. Mean- 
while, the patient was allowed home on an 
initial three-gram dose of sulfathiazole, with 
four grams daily maintenance, plus 5% sodium 
sulfathiazole drops topically three times daily. 

She was seen again June 30, 1944. There 
was slight improvement in the clinical picture, 
with lessened lid ceedema. Direct smear of the 
conjunctival secretion on this date, subse- 
quently confirmed by culture, was positive for 
gonococci. By this time, the culture planted 
at the first visit revealed gonococci and the 
patient was hospitalized. She now admitted 
sexual exposure three weeks prior to the onset 
of ocular symptoms. Sulfathiazole was con- 
tinued by mouth—five grams per day—and the 
sodium sulfathiazole drops were also continued. 

On July 7, a drug rash appeared and sulfa- 
thiazole was discontinued. The blood level on 
this date was 5.1 mgm. %. During this eleven 
day period of chemotherapy, there was only 
slight improvement ir the clinical picture, and 
the cedema of lids and peri-orbital tissues, con- 
junctival redness, chemosis, and profuse puru- 
lent secretion continued. Cultures of the right 
conjunctival sac (and of cervix and urethra) 
were still positive for gonococci. 

On July 11, at 6 p.m., penicillin therapy was 
instituted, giving the drug by the continuous 
intravenous method—120,000 units in 2,000 
c.c. of normal saline each day for two days. 
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This was supplemented by hourly topical 
application of one drop of a 1,000 unit per c.c. 
dilution of penicillin, continued for 12 days. 

Within fifteen hours, there was noticeable 
clinical improvement, evidenced by reduction 
in lid edema and chemosis, and better eyeball 
movement. This improvement continued steadi- 
ly until at the time of her discharge on July 25, 
there was only slight lid oedema, conjunctival 
redness and no discharge. At no time was 
there any corneal involvement. 

Cultures of the right conjunctival sac were 
taken every four hours after penicillin was 
begun. The last positive culture was obtained 
on July 14, and all subsequent cultures were 
negative. 

Since her discharge, she has been checked in 
eye and special treatment clinics weekly. 
Cultures of the right conjunctival sac, cervix 
and urethra have been negative on five weekly 
visits. 

At present, her vision in each eye is 6/5, 
without correction. 


ACUTE COLITIS RESULTING FROM 
SOAPSUDS ENEMA 


By C. 8S. Barker, M.D. 
Montreal 


From time to time the soapsuds enema is 
criticized, often in teaching and sometimes in 
print. However, in spite of voiced criticism it 
continues to be used by the laity, the nursing, 
and probably through thoughtlessness by the 
medical profession. : 

A recent article in this Journal* emphasized 
the undesirability of this enema. It was felt 
that the following case was also worth reporting 
as an example of the damage and distress that 
the soapsuds enema might do. 

Mrs. D.C., aged 32 years, had been troubled 
by what she called constipation for about a 
year. Actually, her bowels moved almost 
daily, but she felt dissatisfied with the size of 
her stools. She used a variety of laxatives, 
probably the most frequent being milk of 
magnesia. 

On August 24, for the first time in her life 
and on her mother’s advice because her bowels 
had not moved for two days, she gave herself a 
soapsuds enema, made with P. & G. laundry 





*E. S. Hicks: Canad. M. Ass. J., 51: 358, 1944. 





soap. Immediately following the enema, which 
was given about 9.30 p.m., she developed a 
weak sensation in her lowér extremities and 
cramp-like pains in the lower abdomen, more 
pronounced on the left side. 


The patient was seen about three hours 
later. She was having severe pain and was 
passing a serosanguineous fluid at frequent 
intervals. The descending colon was felt to 
be cord-like and tender. She was given mor- 
phine and atropine and had only a fair night. 
The following day she had more cramps through- 
out the day and very frequent movements of 
serosanguineous fluid. 


She was seen again about 6.30 p.m. and the 
abdomen was found as before. A rectoscope 
was passed. A considerable quantity of bloody 
fluid was removed from the rectum. The 
rectal mucosa was markedly injected. 


That evening about 9 p.m. she was given a 
barium enema. The following is the radio- 
logist’s description of the examination :— 


“The barium entered the rectum, flowed freely around 
to the cecum. There was an immediate spasm when the 
barium entered the sigmoid. The lumen was about 14% 
to 2 cm. in diameter. When the barium reached the mid- 
transverse colon, there was a reverse peristalsis which 
completely emptied the colon of its barium contents, and 
repeat examination was necessary. We made several 
attempts before patient could be completely filled around 
to the cecum, where there was a small spill over into the 
terminal ileum. The patient eliminated almost com- 
pletely all the barium, only leaving staining of the mucosal 
lining and the material eliminated was considerably blood 
stained. There was considerable pain with the adminis- 
tration of the enema and the bowel became only moder- 
ately distended. The pre- and post-evacuation films 
show the distal half of the colon to be almost without any 
haustral markings and after elimination in this area the 
haustrze were very poor and showed the linear strize of 
the mucosa and marked segmentation.” 


She was given hot abdominal compresses, 


sedatives and a low residue diet. Within two 
days she felt well again. She was given ad- 
vice regarding bowel management. About two 
months later she reported again. Her bowel 


function was then satisfactory. A repeat barium 
enema showed a normal colon. 
A patch test with the soap used was negative. 


SUMMARY 


An acute colitis followed a soapsuds enema. 
It was characterized by pain, the passage of 
serosanguineous fluid, and x-ray evidence of 
extreme irritability and spasm. 
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Wenereal Disease Campaign 


**20 Arsenical’’ 

Never let a patient lapse from treatment for 
early syphilis till he has had a minimum of 20 
intravenous injections of arsenical. More than 
‘‘90 arsenieal’’ is advisable as a rule, less than 
‘20 arsenical’’ never! 

Arsenical controls communicability. 


Syphilis and Pregnancy 
BECAUSE: 
1. During pregnancy active lesions of syphilis 
are rarely seen, and; 
2. A history of a previously known primary 
lesion is rarely obtained ; 
THEREFORE : 
Diagnosis can be made only by repeated blood 
tests. 
‘*Blood Tests for Every Expectant Mother 
Before the Fifth Month.’’ 


— in line with the march 
of progress’’ 

The time is here when we must hasten to erase 
past faults, and get ourselves in line with the 
march of progress. None of us is too good to 
treat gonorrhea and none is justified in treating 
it by the old haphazard ways still so commonly 
held. The same society that looked down upon 
gonorrhea as a just reward for what it called 
‘*sin’’ is being rapidly awakened to the enormity 
of this problem, and the time is here when every 
physician should know more about the disease 
itself and what it means to society than about 
its purely therapeutic aspects. 


Pelouze — ‘‘ 


“Find V.D. Contacts — Report V.D. Cases’’ 


Clinical and Laboratory Notes 


A METHOD OF RECORDING THE SUGAR 
CONTENT IN DIABETIC URINES 


By W. C. Givens, M.D. 


Toronto 


Every doctor is familiar with two methods of 
recording the amount of sugar present in urines, 


viz. : 
1. By per cent—0%, 42%, %4%, 1%, 2%. 
2. By ‘‘plus’’ system of notation—+1, +2 
+3, +4, or +, +4, -4+4++4+, +++. 


Recently in Toronto East General Hospital 


’ 


CLINICAL AND LABORATORY NOTES 
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(medical wards) we have adopted the method 
which I will describe briefly, and which the 
medical staff feels, gives at a glance, a much 
simpler understanding of the diabetic’s con- 
dition. 
The charge nurse is provided with five pencils, 
CHART 1 


METHODS OF INDICATING RESULTS OF BENEDICT’S 
QUALITATIVE TEST FOR SUGAR IN URINE 


PERCENT AGE | rus COLOUR SHALE 


or HHA yy peo 


ee Py 
= 
eo + amon 


3/4% 


. eee 
Oe eae eoe ened es 


essere Stree 
ane UAT TT, 
Hy [BOE 

biti in 1,1 


Date 
Oct. 29 


Time | Benedict’stest 


2 a.m. Yellow 


4 a.m. Yellow 


6 a.m. Orange 
8 a.m. 


10 a.m. Red 


12 noon Yellow 


2 p.m. Orange 
4 p.m. Red 
6 p.m. 
8 p.m. Orange 
10 p.m. 
12 m.n. 
4 a.m. Yellow 
6 a.m. Orange 


8am. Orange | 38 units | Neg. 


10 a.m. Orange 
Orange 


Green 


2 p.m. 
6 p.m. 
Green 


. | Blue 


8 p.m. 
10 p.m. 
4 a.m. Green 
Green 


Yellow 


8 a.m.: 
10 a.m. 

2 p.m. Orange 
6 p.m. Green 
Green 


. | Blue 


8 p.m. 
10 p.m. 


12 m.n. Green 
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blue, green, yellow, orange and red. Whenever 
the urine is examined the record is charted by 
shading according to the colour of the test. All 
diabetic urines are examined on the ward, so 
the record is always up to the minute. 

A comparison of three methods is shown in 
Chart 1. 

If one wished, six colours could be used, but 
five show the method well. 


PENICILLIN 
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A specimen chart is also shown (Chart 2). 

Other doctors may use the same method, but 
if so I have not seen it mentioned in the 
literature. 


[NoteE.—We have not been able to reproduce 
the colours, but the reader may shade them in to 
bring out the contrast suggested in Dr. Givens’ 
ingenious device.— EDITOR. | 


€nditorials 


GOVERNMENT CONTROL OF PENICILLIN RELAXED 


E are informed by the Controller of Chemicals that government 
control of the sale of penicillin is now relaxed. Penicillin for paren- 
teral use is now to be made available through ordinary commercial channels, 


and may be obtained from drug houses and pharmacists. 


There will 


therefore be no necessity to make application through the Controller of 


Chemicals. 


It might be added that the National Drug Company has 


until now been the distributing agent for the government, and has carried 
out the work most efficiently and without remuneration. 


Penicillin is now being produced in Canada in sufficient quantities 


to meet all reasonable needs. 


It will be noted that the relaxation of con- 


trol applies only to its use parenterally. The Controller still retains 
supervision of the use of penicillin by any other method, such as pastilles 


or local application. 


PENICILLIN 


HE story of penicillin’s discovery and 

rapid development is already a familiar 
one. In some respects it has followed the 
pattern of many scientific discoveries. There 
were at first the same isolated observations 
of anti-bacterial substances, going back 
even to those made by Pasteur himself, and 
the same abortive attempts to apply these 
in medicine. Even when Fleming in 1928 
discovered and named penicillin the develop- 
ment of its application was checked because 
at this stage its extraction had not been 
perfected, and it was thought, to be too 
unstable for practical use. Then in 1938, 
under Florey and Chain a new stage of 





development was initiated. “Very much as 
in the case of the purification of insulin, 
which required the assistance of the bio- 
chemist, so here the help of both biochemists 
and specialized biological workers was en- 
listed. Special emphasis is laid by Dr. 
Florey on the necessity for this teamwork 
the final result of which was penicillin as 
we now know it. 

So far then the story runs on fairly stereo- 
typed lines. But now a chapter is added 
which is not found in the story of any other 
scientific discovery. In 1940 Florey and his 
associates, amongst whom Dr. Heatley’s 
name may be singled out, had succeeded in 
producing penicillin in stable form. They 
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were, so to speak, within sight of the prom- 
ised land, but if they were to enjoy the flow 
of its milk and honey they had yet to find 
out how to tap it effectively. Their main 
and urgent problem now was to produce 
penicillin in sufficient quantity. Not only 
did its nature raise peculiar difficulties in 
production, but the quantity required was of 
_an order calling for the invention of entirely 
new methods. A purely chemical difficulty 
might have been overcome, and in fact it is 
possible that in the future the synthesis of 
penicillin by the biochemist alone may be 
‘attained. Pure penicillin has actually been 
produced, but not in quantity. But in 
1940-41 it was marvel enough that those 
enduring the stress and distraction of 
constant bombing should have been able to 
accomplish as much as they did. At any 
rate, to quote Dr. Florey’s notably under- 
coloured statement: ‘‘It seemed improbable 


that much headway could be made in getting - 


large scale production started in this coun- 
try’.' He then turned to Ameriea, with 
the dramatic response with which we are 
familiar. The development of large scale pro- 
duction methods is a story in itself, even if it is 
still in the making. Canada’s contribution 
has necessarily been on a smaller seale; still 
it has not only been of immense value, but 
it is developing rapidly in scope. 

This combination of effort, both of groups 
of individuals and also of nations is now 
bearing fruit a thousandfold. Naturally, the 
first and chief demands for penicillin came 
from the services, although there was a 
gradual extension of civilian use as supplies 
permitted. Now, as has been announced, 
there are ample supplies for everyone. 

When we look back at the short period of 
its development, and the handicaps to be 
overcome, it is astonishing how much has 
been learnt about its use. We know also 
something of its limitations, and we shall 
probably have to go through a period during 
which its powers will be over-estimated. In 
war wounds, for example, the striking results 
it has produced are still dependent on the 
necessity for observing the principles of 
sound surgery. In the treatment of syphilis, 
both acquired and congenital, it has raised 
hopes which in the minds of those best 





1. Brit. M. J., p. 169, Aug. 5, 1944. A most excellent 
survey of the subject. 





qualified to speak on the matter are high but 
still restrained by the realization that ex- 
perience is not yet full enough to allow of 
proper evaluation.?. In gonorrhceal infec- 
tions it holds a very high place. Two 
separate series of sulfonamide-resistant eases 
of gonorrheea, totalling 484, are reported, in 
which extremely encouraging results were 
obtained.* Emphasis is laid on the necessity 
for doses not less than 50,000 units. Even 
here, however, it may be too soon to deter- 
mine to what extent See 
strains may develop. 

In subacute bacterial endocarditis also 
there is a most encouraging prospect in the 
use of penicillin. We published last month 
Dr. Loewe’s experience in this field. He 
stressed the value of heparin as an auxiliary, 
but it may yet be that penicillin alone is 
effective enough in many of these cases, as 
pointed out by Dawson and Hunter.* There 
is no evidence to show that it is of any avail 
in acute rheumatic fever,’ nor in rheumatoid 
arthritis.® 

Methods of administration are becoming 
varied. Oral administration is unlikely ever 
to be possible in view of the effect of the 
gastric acids. But for mouth infections 
local administration is being attempted by 
a pastille devised by MacGregor and Long,’ 
with promising results. However, the effect 
on throat carriers of hemolytic streptococci 
is disappointing. The prolongation of its 
therapeutic action is also being studied, 
since its rapid excretion is one of the factors 
which militate against its full action. This 
prolongation was first attempted in the form 
of an excretory blockade, using diodrast,® or 
amino-hippuric acid.? The next method 
was by suspending the penicillin in a slowly 
absorbed medium, a mixture of beeswax and 
peanut oil eventually being chosen.’® A 
third method is that of producing vaso- 
constriction in the muscle receiving the 
injection. This is done by a chilling technique 





. See especially three papers in J. Am. M. Ass., 126: 

67, 1944. 

. J. Urol., 52: 626, 1944. 

J. Am. M. Ass., 127; 129, 1945. 

J. Am. M. Ass., 126: 274, 1944. 

. Proc. Mayo Clin., 19; 515, 1944; also J. Am. M. 
Ass., 126: 820, 1944. 

Brit. M. J., p. 686, Nov. 25, 1944. 

. Proc. Soc. Exp. Biol. & Med., 53; 30, 1943. 

. Science, 100: 107, 1944. 

. Science, 100: 196, 1944. 
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with icebags, and good results have been 
reported.!! 


Bloomfield, Kirby and Armstrong present 
an interesting study of “‘penicillin failures’’.’” 
They show that in some cases the treatment 
was too brief, or the daily dose too small; 
that surgical drainage was sometimes not 
carried out; that the infection may have 
been of an overwhelming nature. They 
feel that penicillin fastness probably plays 
but little part in therapeutic failures. 


Editorial Comments 


The Newfoundland Survey 


We are becoming familiar with plans to im- 
prove economic conditions of large groups of 
people, Taken as a whole, the need is so vast 
that it cannot yet be realized. But we have in 
close proximity to us, an area in which the 
problem can be examined in detail. This is very 
strikingly set forth in the medical survey of 
nutrition in Newfoundland, appearing in the 
present issue. It is doubtful if so complete a 
survey has ever been made elsewhere. As a 
guide to local action, it is quite invaluable, and 
as an example of how the problem may be dealt 
with elsewhere, it will be indispensable. 

We cannot suggest how this report may be 
implemented. The proof that the ‘‘poor nutri- 
tional status of the people of Newfoundland is 
definitely impairing the health and efficiency of 
the population’’, is undeniable. But the climatic 
and agricultural conditions form most perplex- 
ing difficulties, and the remedy must lie largely 
in the economie sphere. The situation is an out- 
standing example of the value of scientific 
observation in confirming the interdependence of 
health on living conditions. 





Canadian Medical Research 


The work of Canada’s medical scientists adds 
up to no mean accomplishment. 

The list would have been longer had we been 
able to provide attractive opportunities and 
facilities for many who have had to go further 
afield to find laboratories, a livelihood, and at- 
mosphere. The sum total of medical progress 
was not diminished by their going but their 
influence on Canada’s young researchers was 
lost. Canada had an investment in many of 
them but we failed to draw the fullest dividends 
beeause of our lack of vision and failure to 


11. Science, 100; 432, 1944. 
12. J. Am. M. Ass., 126: 685, 1944. 


realize the intrinsic values inherent in highly 
skilled researeh brains. 

During the war medical scientists were mobi- 
lized under the National Research Council and 
they have done an invaluable task. When the 
veil of security is lifted it will become apparent 
just how much the Canadian publie really owes 
this group. In the United States it is the in- 
tention of Congress to maintain medical research 
as a post-war project. It is to be hoped that 
Canada may arrange similar provisions. 

Our contribution has been genuinely worthy 
but much remains to be done. There still re- 
mains ‘‘the petty known and the unknown 
vast’’. If we are venturing into the wide field 
of social medicine and health insurance through- 
out the provinees it seems still more important 
that medical science should not be left to take 
care of itself. Advance is dependent on research. 
Cancer, mental hygiene, occupational diseases, 
new chemotherapy, skin physiology, endocrinol- 
ogy, epidemiology, nutrition and biochemistry 
are fields in which future researchers will find 
ample room to roam. It is unthinkable that 
adequate provision should not be made in Can- 
ada to provide fellowships, direction and co- 
ordination to bring this bud into full bloom. 


It will, of course, require an endowment. 
Seientifie medical research has its own appeal 
and the publie would, within reason, heartily 
endorse any expenditure which would forward 
the cause of health and well-being. University 
laboratories would be encouraged to retain the 
most brilliant of their young medical scientists. 
The interest from a sizeable endowment would 
stimulate workers in every medical school from 
coast to coast. The work would require encour- 
agement and constant direction from a council 
ot Canada’s top ranking medical scientists. 


The time to create a Medical Research Council 
is now. Canadian statesmen have become in- 
creasingly aware of the value of such national 
projects and are now in a mood to think in 
terms of endowments for the future. In peace, 
apathy must never again be allowed to prevail. 
Youth should not be disillusioned—foreed to 
emigrate to find a suitable environment where 
genius may flourish. 


The development and eontributions of the 
present Associate Committee on Medical Re- 
search linked with the National Research Coun- 
ceil at Ottawa has been a chapter of success. It 
is hoped that this chapter may soon be extended 
to a full-sized volume. J.L.L. 


The American soybean crop last year will yield ap- 
proximately 209,000,000 bushels, most of which, because 


of its high nutrient value, will go into human and stock 
food. 
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Fledical Economics 


THE OUTLOOK IN MEDICAL EDU- 
CATION AND OTHER PROBLEMS* 


By Harris McPhedran, M.D., F.R.C.P.(C) 


President, Canadian Medical Association, 
Toronto 


On this occasion it is becoming that I should 
briefly review for you some of the matters 
discussed at the meetings in the other Divisions. 
The topics discussed fall under three headings: 
(1) Education. (2) Health Insurance. (3) Re- 
habilitation, including establishment and re- 
establishment of our medical officers. 

It was pointed out that education concerned 
two groups of people: (1) Those of the medical 
and allied professions. (2) The public. 

As the science of medicine is not static our 
educational standards must be revised in two 
directions: (1) undergraduate, (2) postgraduate. 
In most of our medical schools undergraduate 
training necessitates six years of education. 
Curricula have been revised-from time to time 
to keep pace with the advances in science and 
further revisions would appear to be necessary. 
If the Ottawa Bill ever becomes operative in a 
Province, and even if it does not, changes will be 
necessary. The family doctor will be required 
to assume new duties. He will become the 
medical adviser for those entrusted to his care 
and as such will need instruction far above what 
he receives today in two important aspects of 
medicine: (a) Psychology with its bearing on 
somatic disease. The present war conditions 
have emphasized this and whilst in the armed 
forces perhaps the emphasis has been too great, 
I believe it has served a useful purpose in direct- 
ing attention to the powerful and sometimes 
disastrous influence, of mind over matter. (6) 
Social and preventive medicine. In the pre- 
vention of disease the practitioner is already 
informed to a large degree. He has been told 
how to prevent diseases of the infectious group 
and is now carrying this knowledge into practice. 
But such teaching will have to go further. So 
far as I know he is taught little about town 
planning, construction of homes, clothing, shoes, 
recreation. As a citizen he will be expected 
to know something of the first two, as a phy- 
sician he should know a great deal of the other 
problems: the kind of clothes and footwear that 
are suitable in homes, in factory, and in the 
field, for the different seasons of: the year. 
These problems have been given much study 
in the armed forces and the discoveries made 
there should be carried on to civil life. 

This becomes apparent if one stops to con- 
sider the ridiculous apparel worn by men and 
women especially in the winter. This is not 


*An address before the Canadian Medical Association, 
British Columbia Division, September, 1944. 


so evident in more equable climates such as you 
experience and enjoy in Victoria, but for other 
parts of Canada it merits serious consideration. 
Women have emancipated themselves from 
long skirts, starched shirt waists, corsets, and 
stiff collars, for summer wear. It is about time 
men adopted some modified holiday attire for 
every day wear in summer and do not go about 
sweltering in coats, collars, and neckties, whilst 
in the winter they increase only the weight of 
clothing and. add an overcoat, wide open at 
the sleeves, often at the neck, and always 
around the knees. Why not a battle dress for 
the winter, loose trousers, and open shirts for 
the summer, and shorts—if you have good legs? 
For the winter women are dressed in just as 
ridiculous a manner for out-of-doors, with their 
fur coats and loose wraps, silk stockings, and 
high heeled, open work shoes. The Chinese 
women bound their feet when they were still 
children; our women wait till the foot is well 
formed and then set about to deform them, 
their legs, pelvic girdle, and back, to the en- 
richment of the orthopedist and chiropodist. 

To these things, clothes and footwear, the 
medical adviser to families should, and I hope 
in the future will, give some attention as it has 
much to do with the prevention of disability 
and actual illness. 

In another direction our standards of edu- 
cation are lacking. We already know much of 
the prevention of disease but we have given 
little attention to man as a social being and his 
home as the nucleus of society in general. 
What is the use of so many of our preventive 
measures if we leave the conditions under 
which disease develops untouched? Farquhar 
Buzzard has said: 





“The scope of instruction (in our universities) should 
include not only the well known methods of preventing 
diseases but the methods of investigating the remote and 
predisposing causes of disease, the patient’s heredity, his 
social and economic background, his habits of life, his 
domestic and working conditions.” ‘There is”, he says, 
‘need for more investigation if the reasons why he is a 
sick man are to be understood. To accomplish this, 
medical practitioners must work in closer alliance with 
district nurses, health visitors and officers of health.” 


Here is new work for the general practitioner 
and this new work requires a revised medical 
curriculum so that he may be instructed in 
these various and far reaching problems and 
their application to every family as well as 
the individual members thereof. 

There is, however, another phase of education 
that needs to be emphasized, 7.e., education of 
the public. It knows all too little of the 
advances of medical science in the past 50 years 
under our present system of practice, and, 
hence, falls a victim all too readily to the 
promises of a medical Utopia made by all sorts 
and conditions of men, who can so easily plot 
and plan our future,-in all probability much 
better than they can manage their own affairs. 
It is my belief that here, too, is work for the 
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family doctor. Each oné should set aside time 
to study health insurance in all its aspects and 
having done so start to educate his people. If 
we are to give the leadership that we should, 
let us as medical men start in this way in co- 
operation with all those—dentists, nurses, hos- 
pitals, pharmacists, engineers and architects— 
who are concerned, directly or indirectly, with 
improving the health of the people. 

Those mostly concerned in giving health 
services should confer, and then having plotted 
a course go out into the highways and byways 
preaching the gospel of health, to the end that, 
when any legislation is contemplated, we shall 
have not only a well informed profession but an 
enlightened public to advise upon and deal 
with any legislation that may bé proposed. In 
these days of turmoil and social unrest, this 
procedure cannot be too strongly urged, in 
order to break down distrust, suspicion of, 
and even hostility toward not only ourselves, 
but also those with whom we are accustomed to 
work for the preservation of the health of the 
people of this Dominion. Where two or three 
are gathered together, there you should be in 
the midst of them. 


HEALTH INSURANCE 


Of health insurance I need say little. All 
Acts or Bills passed by our legislatures are in 
abeyance or gone into the discard save one, 7.e., 
the Maternity Act in Alberta. The Dominion 
Bill, after two years’ consideration has not been 
(as yet) reported in the House. The pro- 
fessions are confused. The public is con- 
founded. Can we do anything? I: think we 
can, but only by the method above noted, 
education and more education of ourselves and 
the public at large. I believe it-is only by this 
method that we shall silence the “‘Utopians’”’ 
and “blue printers’? who always come to the 
fore in times of illness as well as in times of 
social unrest and upheaval. We will be remiss 
in the performance of our duties if we do not 
rouse ourselves and give direction to this tide 
for the good of all concerned. In so doing let 
us stick to our principles arrived at after years 
of consideration and drawn with only one object 
in view, namely, betterment of health services 
for the people of Canada. 


REHABILITATION 


Rehabilitation is on the lips of everyone in 
the armed forces. We are specially concerned 
with the future of the members of our own 
profession. Generous provision has been made 
by the Dominion government for their estab- 
lishment or reestablishment in civil life. There 
is, however, work for us as a profession to do. 
We must arrange to meet the demands for 
postgraduate education for the recent gradu- 
ates, refresher courses for those who had been 
in practice before the war and finally the estab- 
lishment or reestablishment of these men in 


civil life. Everyone whether teacher or prac- 
titioner can help and now is the time to lay 
plans. The Canadian Medical Procurement 
and Assignment Board has a committee repre- 
senting the hospitals, Veterans, and Health 
Departments, and universities, to deal with the 
problem of postgraduate education and re- 
fresher courses. That is not enough. For 
those men who take the courses (and many who 
do not intend to take such) locations to practice 
must be found. Every division should have 
the fullest information at the time of demobili- 
zation as to where men may settle and live. 

The information obtained through the na- 
tional survey will need to be brought up to 
date and every assistance given by D.A.C.’s in 
helping these medical officers to become active 
practitioners. General practitioners can also 
extend a welcome and helping hand to any such 
who settle in the same locality or town even 
though he be a competitor. If this is done, we 
shall earn their goodwill and support, both of 
which we shall need in the troublesome days 
that, I fear, lie ahead. The public has loud 
praise but short memory, as many here today 
well know, for the man who has served his 
country. Let us not fall under the same 
accusation at the hands of our own members. 
Let us be generous and kind to those who 
served to protect our way of life. 


FEE SCHEDULES 


There are one or two other things of which I 
should like to speak. Your Division has always 
been in the forefront of those who are trying 
to improve the practice of medicine. Dr. 
Strong and his Committee on Economics last 
year made an admirable report on the question 
of fees. I hope you will all read it and help 
them to continue their work this year. In some 
places throughout Canada fees are too low and 
disproportionate, in other places they seem too 
high and equally disproportionate. These de- 
fects should be remedied but it will take time. 
There again, education of the public and pro- 
fession alike is called for if an equable distri- 
bution of the costs of medical care is to be made, 
as between medicine and surgery., One or two 
of the conclusions of this Committee I should 
like to quote. 


1. ‘‘A schedule of fees that could be used as a basis for 
payment of doctors in any part of Canada should be 
based on a unit system. This schedule would relate only 
to the relative value of fees—expressed in terms of a unit— 
and not expressed in dollars. Appendectomy for example, 
would have a certain relation to a maternity case. The 
practitioners of each province could then decide the 
value in dollars of one unit. This would vary across 
Canada and be determined by such factors as the cost 
of living in each province. Your Committee would 
recommend that this subject be given further study.” 

Also, ‘In general it would seem that there is an over- 
emphasis on surgery and not enough consideration given 
to skilled medical work. The value of the first exami- 
nation should be recognized and the fee proportionately 
raised. The value of medical care where special skill is 
involved should not be based on a charge per visit.’ 
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To both these statements I say a fervent 
‘“‘amen’’. As long as practitioners are forced to 
resort to surgical procedure to make, as Dr. 
Everett has said, “The difference between a 
bare living and a decent income’’, just so long 
will the scales be weighted against any patient 
who presents himself for examination. This is 
a failing common to-all of us and one which 
each one here has experienced. It should not 
be so and I hope this Committee will again 
work on this problem and see if something 
cannot be done with fees, based on a unit 
system. The public again needs education if 
it is ever to be taught that it is just as worth- 
while to pay for well founded opinions as it is 
for operations. I should be the last to depreci- 
ate the value of skillful operations but I should 
also be the last to underestimate the value of 
the skilled diagnostician and therapeutist. 

To another resolution (not acted upon as yet) 
of Dr. Strong’s I should like to draw your 
attention, as it deals with the procedure to be 
adopted in implementing any Health Insurance 
scheme. 


“Tn the opinion of the Council of the Canadian Medical 
Association, it is impractical to introduce at one and the 
same time a nation-wide scheme of complete health 
insurance. Any such scheme should be developed in 
successive stages in each Province that accepts the Federal 
a Act,—the stages to be part of a well integrated 
plan. 

“The term successive stages comprises: (1) Hospital- 
ization. (2) Diagnostic aids. (3) Maternity care. (4) 
Medical and surgical care. 

“To this end we believe: (a) A survey of existing 
hospital facilities and future requirements is an urgent 
necessity. (b) Preceding any Health Insurance program, 
there should be initiated a vast plan of new hospital 
construction.” 


Inasmuch as it is impossible to put into 
effect a complete plan of health insurance at 
one stroke, this resolution is timely. We shall 
have to proceed carefully and introduce any 
plan in successive stages by “bits and pieces’’, if 
you will, but with these “bits and pieces” 
taken from a prearranged, completely integrated 
plan. 

In discussing this problem at the Prince 
Edward Island Division of the C.M.A., I put 
forward the following plan of procedure that 
might be developed in consecutive stages: 
(1) Complete service; medical, surgical, hos- 
pital, nursing, etc., for indigents, old age 
pensioners, mothers’ allowance cases and their 
dependents, and the blind. (2) Contributory 
hospitalization for all—which involves long- 
range hospital planning at a basic rate. (3) 
Complete public health service, instituted 
through co-operation with the general prac- 
titioners as rapidly as possible. 

With these things done we would be well on 
the way to providing a complete health service 
if voluntary health insurance plans were de- 
veloped at the same time. Service for those of 
the lower income group might then be added to 
that provided for those in number one group 


noted above. We would have gained experience 
in administration; learned what the costs for 
various services were and established a sound 
working basis for any extension of services. 
This problem deserves further consideration 
which it is hoped will be done by all Divisional 
Committees on Economics during the coming 
year, in the hope that, as a national body, we 
shall be able to definitely decide how, when, 
and where, any scheme of health insurance 
should begin and by what steps it should be 
extended. We are not ready for the institution 
of a complete plan covering all peoples of this 
Dominion. We do not want the practice of 
medicine to be completely state controlled—not 
yet, at all events, nor till such time as all men 
“are just men made perfect’’. Let us formulate 
a scheme, outline a method of procedure, and 
place it before peoples and governments, to the 
end that, we may hasten, surely, if slowly, in 
trying to make effective such far-reaching 
legislative proposals. 


Medical Arts Bldg. 


DISCUSSIONS ON HEALTH PROBLEMS 


The Committee on Economics of the Cana- 
dian Medical Association has held a series of 
very beneficial discussions on health problems 
with a number of national organizations repre- 
sentative of large groups of the people of Canada. 
These discussions took place in Toronto in the 
latter part of January and were attended by 
leaders of the following national organizations: 


Trades and Labour Congress of Canada; 

Canadian Congress of Labour; 

Canadian Manufacturers’ Association; 

Canadian Chamber of Commerce; 

Canadian Legion; 

‘National Council of Veteran Associations; 

Canadian Life Insurance Officers’ Associ- 
ation. 


Dr. J. H. MecPhedran, President of the 
Association and Chairman of the Committee on 
Economics, presided at these sessions. To 
obtain a frank discussion, the number of those 
representing the medical group was confined to 
from five to seven but representing the different 
parts of Canada. 

The discussions were quite free and informal. 
The health needs as seen by the various groups 
were reviewed and possible solutions analyzed. 
It soon became obvious in every instance that 
all of these groups were deeply interested in the 
health welfare of the people of Canada and were 
honestly striving to work out a satisfactory 
solution. The conferences gave an opportunity 
for the Canadian Medical Association to obtain 
a closer insight into the particular deficiencies 
and problems of our national health service as 
seen by these groups; the conferences also 
afforded the Canadian Medical Association an 
opportunity of outlining to these groups the 
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situation as the medical profession sees it and 
some of the steps which the profession is now 
taking or would like to see undertaken to 
improve our health services. 

Typical questions considered were: 

What features of our present system of 
medical care (a) have not been satisfactory? 
(b) have proved satisfactory? 

Wherein could improvement be made? 

What should be our first steps in meeting the 
health needs of Canada? 

Is lack of adequate service a matter of cost 
or is it due to a lack of facilities or personnel or 
both? 

Is there a place for voluntary hospital or 
medical care plans? 

What are the essentials if adequate medical 
care is to be supplied to rural communities? 

What would be the most desirable method 
of providing medical care for war veterans? 

What do you think of the health insurance 
measure now under consideration at Ottawa? 

To what extent is Canada able to meet the 
financial strain of present health insurance 
proposals? 

The discussions with labour representatives 
were enlightening. Labour would like greater 
preventive services; favours an industrial health 
program; desires more control of patent medi- 
cines. Labour has frequently felt lack of confi- 
dence in the medical profession; does not wish 
incomes of doctors reduced but thinks a well paid 
medical profession will ensure better medical 
care; thinks hospitals should not have to depend 
so much on charity; favours the protection of 
medical teaching provided all patients under 
the plan are subject to clinical teaching. 


Following the discussion one labour spokes- 
man stated that he would have to completely 
revise his opinion of the Canadian Medical 
Association: “‘This day may prove a day of 
historic value in the history of Canada’’. 
Another stated, ‘‘We must work together: we 
can now come to you for advice’’. 


Industry was concerned with the mounting 
cost of government. Canada’s future depends 
on an export trade which may be seriously 
menaced with higher cost of production. Some 
of the industries would like to retain their own 
plans. 


The Veterans’ group seemed to favour re- 
taining all matters dealing with veterans under 
the Department of Veterans’ Affairs; however, 
should a health insurance plan develop the 
whole question could be reviewed. The veter- 
ans would like the Canadian Medical Association 
to support the principle of freedom of choice 
in medical care; they are now trying to effect 
arrangements for a ‘‘treatment entitlement 


certificate” listing conditions for which any 
hospital could be authorized to give treatment 
without delay. The returned men are inter- 
ested in what is being done to facilitate the 
entry of young ex-service men into the medical 





MEDICAL ECONOMICS 


‘profession. 





293 


One present difficulty is that handi- 
capped ex-service men are sent out to jobs for 
which they are unfitted; there should be a 
medical consultant to assess the man and the 
job, also a follow-up system to check on results. 
It was agreed there should be a joint committee 
of the veterans’ organizations and the medical 
profession to consider common problems. 

At the meeting with the Life Officers, which 
was attended by a number of the outstanding 
leaders in this field, emphasis was laid on the 
importance of developing preventive services; 
these might be expanded independently of 
health insurance. Adequate rural service must 
be provided and co-ordinated; there must be 
definite provision for postgraduate medical edu- 
cation; the rédle of the nurse must be enlarged; 
present lack of facilities for the training of 
various types of health workers was noted; after 
the war we will have a million ex-soldiers ex- 
pecting state medicine for the rest of their lives; 
voluntary systems work well in cities; has the 
Canadian Medical Association set up an ideal 
scheme; health education is an essential factor; 
this means training in the schools and the train- 
ing of school teachers; propaganda has led the 
public to think that compulsory health insurance 
is the only answer; a Commission type of 
direction would be favoured; the decentralized 
plan is favoured by some. 

Throughout the discussions all groups stressed 
the importance of medical education and of 
adequate preventive measures. Several of the 
groups stated that they would welcome leader- 
ship from the medical profession in the formu- 
lation of a plan. 

It had been hoped to hold a meeting with the 
Canadian Federation of Agriculture but owing 
to the holding of their annual meeting at that 
time, it could not be arranged. This conference 
will be planned for an early date. 

G.H.A. 





LETTER TO DOCTORS FROM COUNCIL 
OF COLLEGE OF PHYSICIANS AND 
SURGEONS OF SASKATCHEWAN 


On November 10, 1944, Assent was given to 
The Health Services Act, Chapter 51 of the 
Statutes of Saskatchewan. The salient feature 
of this enactment is the far-reaching powers 
vested in the Dept. of Public Health, ref. Sec. 3 
“Subject to the regulations, the department 
(Public Health) may: 

(a) Pay part or the whole of the cost of providing health 
services for such persons or such class or classes of 
persons as may be designated by the Lieutenant- 
Governor in Council.” 

For the year 1945 the Government has 
decided to authorize by appropriate Order-in- 
Council, that approximately 25,000 persons in 
Saskatchewan be designated as_ beneficiaries 
under Sec. 3 (a) as above quoted. The classes 
of persons so authorized are as follows: 


MeEpIcaL EcoNoMIcs 


Approximately 
Old Age Pensioners and their 
dependents 
Blind Pensioners and their de- 
pendents m 
Mothers’ Allowance recipients, 
children and mothers 
Wards of the Government or 
of Children’s Aid Societies . 


15,650 persons 


7,100 
1,250 “ 


25,000 persons 


The Council of the College of Physicians and 
Surgeons of Saskatchewan, representing the 
organized medical profession, by invitation, 
negotiated with the Government authorities, 
with the result that (influenced by the report 
of the Heagerty Commission) the cost of medical 
and surgical services (doctors’ fees) be limited 
to a pooled sum representing $9.50 per bene- 
ficiary. This amounts to approximately $240,- 
000.00 for the approximately 25,000 beneficaries. 
The matter was undertaken by the negotiating 
committee of the Council as an experiment and 
it was felt that a three years’ period would be 
required before the statistics from such a study 
would mean anything. 

In the discussion with the Premier, he agreed 
that the medical committee should have the 
final say in taxing and refereeing of medical 
accounts. The Premier stated that he wanted 


Approximate total 


a formulary and, also, that he wanted our 
medical committee to assume responsibility for 


hospitalization of cases. The necessary medical 
services will be carried out by the profession 
and doctors’ account will be paid in the fairest 
possible way, at the rates provided for in the 
Official Schedule of Fees, Saskatchewan College 
of Physicians and Surgeons, 1938, (the 1938 
schedule for 1 year after the war’s duration and 
then the 1942 schedule) insofar as the monies 
so voted will permit. Possibly, if the Heagerty 
estimate proves reliable, our doctors will, in 
final payment, receive 100% of the Schedule of 
Fees rates, but only, of course, if intelligent and 
thoughtful co-operation is practised by ll, 
especially in restricting medical care to essential 
care only. 

On the recommendation of Council, and 
nominated by Council, the Minister of Public 
Health has appointed a medical committee of 
three doctors to act as advisers and central 
referees in the handling of the professional side 
of these medical services; Dr. B. C. Leech, Dr. 
J. L. Brown, and a third to be appointed. 

During the past two months this Committee 
has been effective in: (a) advising the Health 
Services Planning Commission and the Minister 
concerning the working out of the plan; (b) 
rationalizing and minimizing the reports and 
returns to be submitted by doctors; (c) at the 
insistence of the Planning Commission, pre- 
paring a price formulary of essential drugs and 
compounds. In this the Saskatchewan Pharma- 
ceutical Association are being most helpful. 
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Within a few days a priced formulary, approved 
by general practitioners and specialists in each 
branch of medical and surgical practice, will be 
submitted to the Minister. The Minister has 
been given authority by the Act to restrict 
payment for drugs or any other part of the 
health services, but it is hoped that the formu- 
lary should be considered as a “trial run’ for 
one year. Any suggestions for the future 
revision should be sent in to the Registrar, 
College of Physicians and Surgeons of Saskat- 
chewan. 

The future functions and duties of the 
Central Medical Committee will be: (a) Scanning 
and authorizing payment of doctors’ accounts 
received each month. (b) Recommending to 
the Minister the fraction of total fees to be 
used for initial, interim, and final payments. 
(c) Approving or rejecting applications for 
hospitalization, surgery, appliances, or drugs 
not listed in the formulary, except in cases of 
emergency. (See Regulations, Sec. 8, Para. 3). 

In these matters further assistance is being 
provided as follows: (a) The Council has asked 
the president of each District or Sub-District 
Medical Societies for the names of three local 
doctors who will be recognized as local con- 
sultants and referees under the Medical Services 
plan. (b) Any one or more of these doctors 
may be called by the Central Medical Com- 
mittee to consult locally or furnish or referee 
report in any instances of dispute or dissatis- 
faction. Individual accounts will be rendered 
by such approved consultants for this service 
on the basis of the schedule of fees,—consultation 
and/or report, plus mileage where necessary. 


Note:—In the haste with which this program 
was launched, some undesirable features crept 
into certain of the regulations and instructions. 
Our Central Medical Advisory Committee has 
been alert to these defects and has already 
succeeded in having two important changes 
made. Official notice may be looked for from 
the Dept. of Public Health. These alterations 
now in effect are: 


(a) It is not necessary (or desirable) that the 
individual agreement form which appeared at 
the foot of the first letter sent out to doctors be 
signed and returned to the Dept. The Minister 
has definitely affirmed that he is only interested 
in hearing about negative replies,—.e., any 
doctors who, for any reason, do not wish to 
render medical service under the plan. Other- 
wise, documents and instructions will be mailed 
to every doctor whose name appears on the 
rolls of the College of Physicians and Surgeons 
of Saskatchewan. 

(b) The Premier and Minister of Public 
Health, Hon. T. C. Douglas, has expressed his 
regrets to the profession, and has undertaken 
to amend by necessary Order-in-Council the 
wording of the “penalty clause’, ref. Regu- 
lations, Sec. 9, Para. (2). The last clause 
thereof will have the word ‘‘shall’”’ replaced by 
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the word “may” and will now read—‘‘a deduc- 
tion of 10% of the original account may be 
made for each month or portion of each month 
during the period of default”. The regulations 
are now considered to be fully acceptable. 

It is fully appreciated by everyone, including 
the Government, that this plan has gotten 
away to rather a poor start. Thisis chiefly due 
to the very short time available for preparation 
and, also due to the illness of the Minister. 
However, the profession is respectfully asked 
to co-operate sympathetically until the whole 
system is smoothed out and regularized. For 
example, until the Official Formulary has been 
circulated, doctors are asked to prescribe only 
essentials by means of ‘‘Non Rep”’ prescriptions 
at the regular drug stores. In the interval 
druggists’ accounts will be paid at regular rates. 

It is universally recognized that where free 
care is provided for people there will be a great 
tendency for beneficiaries to seek and urge both 
necessary (or advisable) as well as unnecessary 
care. Unnecessary care and expense must be 
screened in every way possible. Unfortunately, 
and unpleasantly, the greatest burden of such 
screening must be borne by the attending 
doctor. Further screening must be undertaken 
by the Medical Advisory Committee, and the 
several local approved Consultants. Harmoni- 
ous understanding is urged on the part of every 
member of the profession. 

Premier T. C. Douglas in a public radio 
speech January 19, 1945, referred to the Medical 
Services authorized for 1945 as a “step” toward 
eventual complete Health Services for every 
man, woman, and child in Saskatchewan. One 
can only hazard vague guesses as to where and 
how far similar further ‘‘steps’” may lead in the 
future. 

While we feel that the Premier’s move to 
provide care for the group of Old Age Pensioners, 
etc., is a commendable step, further steps or 
additions to the plan should not be made with- 
out the profession being satisfied that the first 
step is sound. It will take a period of several 
years to properly appraise this scheme and your 
co-operation is earnestly requested. It is felt 
that at the end of a fair trial the profession 
should be in a position to draw conclusions as to 
its practicability and to decide as to whether 
additional groups might be included. Without 
every doctor’s co-operation, we might find our 
Committee in the position of not knowing and 
not being able to advise on newer steps. 

It should be added that in its negotiations the 
Committee were not unmindful of the pro- 
fession’s stand that health insurance, when 
adopted, should be under the direction of an 
independent commission, with a medical man 
as chairman. Please note that this plan is not 
contributory and actually is not based on the 
present proposals for national health insurance, 
except for the adoption of the per capita rate 
of $9.50. Accordingly, it was felt that no 
drastic changes were necessary in its adminis- 
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tration, provided that our Medical Committee 
had full charge of medical matters, to which 
the Premier was in complete accord. This 


Committee needs your support. Please co- 
operate. 


Signed by: B. C. Lerecu, M.D., 
Chairman, 
Medical Advisory Committee. 


U. J. Gargau, M.D., 

President, Council of the College of 
Physicians and Surgeons, of 
Saskatchewan. 


PostTscRIPT 


1. In cases where immediate diagnostic pro- 
cedures are desired, do not hesitate to telephone 
the Medical Officer on reversed charges at 
No. 29873, Regina. 


2. Please always refer to patient’s name and 
serial number (shown on his card). 


3. In requesting authorization for hospital- 
ization on form M§ 2, please indicate the name 
of hospital desired. 


4. Copies of the official Schedule of Fees 
(1938) may be had by application to Registrar, 
College of Physicians and Surgeons, 415 Birks 
Building, Saskatoon, Sask. 


filen and Books 


PEPYS 
By F. C. Trebilcock, M.D. 
Toronto 


Who was this man Pepys and whence did 
he come? He was, for the purpose of easy 
remembering, about the same age as Charles 
II; to be exact, just two years younger. His 
father was a tailor, a foreign tailor, in the 
jargon of the London of Commonwealth days; 
that is, he had come down to the city from 
Huntingdonshire, had butted into the metro- 
politan trade like many another provincial, and 
was frowned upon by the exclusive Merchant- 
Tailors’ Guild. He had settled near St. Bride’s 
off Fleet Street, just below Ludgate Hill. He 
had married a woman named Kite, who had 
been a wash-maid, and who was the sister of a 
butcher; he fathered a large family of children, 
of whom Samuel was the third son. 

Young Sam got his schooling at St. Paul’s in 
the neighbourhood; and at the age of seventeen, 
managed to pull out a scholarship—a Robinson 
Exhibition—tenable at the University. In June 
1650, when hardly eighteen, he was admitted 
as a sizar in Trinity Hall, Cambridge. In 
March of the following year, he transferred to 
Magdalene and then began his real college life. 
He graduated with his degree in October 1653, 
when twenty and one-half years old. 
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So he entered the responsible period of his 
life with a store of learning, fuller than that 
possessed by most of his associates in the suc- 
ceeding days. But he had more than this; 
something far more important, when the 
chances of success are weighed in the scales of 
life! This brings me to my second question ;— 
Whence came he? Who were the Pepyses? 
No use to ask, “Who were the Kites?” for 
nobody knows. 

The history of the forebears of Samuel 
Pepys goes back through the centuries. They 
were old fenland stock. Long before the dis- 
establishment of the monasteries in Henry VIII’s 
reign, members of his ancestral family had 
shown an orderliness of mind and a clerical 
ability which raised them above the level of 
their neighbours. Even in earlier years when 
the Church monastic and collegiate groups 
flourished in all that country of rich, level land 
and water-stretches around the island of Ely, 
his male forebears had filled the office of business 
agents for Church dignitaries. 

Professor Briant designates Samuel’s regard 
for order, his administrative ability, which 
raised him far above his associates in office and 
committee, a family legacy. Be that as it may, 
the fact remains that he had good reason for 
thankfulness, when he pondered over the record 
of the family from which he came. 

Concerning them, it is enough for our purpose 
to know that his father’s Aunt Paulina had 
married Sir Sydney Montague, who purchased 


the estate of Hinchingbrooke, just one half-mile 
outside Huntingdon, from Sir Richard Crom- 


well, uncle to the Protector. This great-aunt 
of our hero, was the mother of Sir Edward 
Montague, friend and adviser of Oliver Crom- 
well, courageous Englishman, a colonel in the 
Protector’s army and veteran of many battles; 
then Vice-Admiral of the fleet under Blake, and 
on his chieftain’s death, full Admiral; created 
first Earl Sandwich by Charles II; and until 
his death in action at sea, Pepys’ constant 
friend and patron. 


The medical topics introduced in the Diary, 


wherein his interest is pre-eminently a personal - 


one, are stone in the bladder; tired, sore eyes, 
and failing sight. There are many others 
mentioned, of varying interest. I cannot take 
time to enlarge upon them, so will not even 
catalogue them, but speak only of three others— 
scrophula, smallpox, and plague. 

His lifelong anxiety regarding stone was 
initiated after an excursion into the country 
from Cambridge, when he was twenty years old. 
He and a group of friends walked out to a 
famous well on a very hot day; here they 
quenched their thirst with copious draughts of 
cold water; soon after returning to his room, 
Pepys suffered a severe attack of renal colic. 
After some days of intense pain, relief came 
with the dropping of the stone into the bladder. 
Contrary to the frequent sequence, this stone 
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was not voided, and probably was the nucleus 
of that calculus which brought him to the 
operating table five years later. It is interest- 
ing to note here that his mother once voided a 
large stone, which, to Samuel’s disgust, she 
had not kept, but had thrown into the fire; 
also that his brother later developed symptoms 
of the same ailment. 

Written on January 27, 1663, ‘I have news 
this day from Cambridge, that my brother 
hath had his bachelor’s cap put on; but that 
which troubles me is, that he hath the pain of 
the stone, it beginning just as mine did. I 


-pray God help him”’. 


Another entry is interesting, mainly because 
of the naive last phrase. In August 1662, he 
found it necessary to go to Rochester on Navy 
business; arriving at Gravesend, he and his 
companion, Captain Cocke, planned to ride 
the rest of the way, 10 miles, “but we were in 
great doubt whether to stay there or no; and 
rather because I was afraid to ride because of 
my pain.”’ But they did ride, and arriving at 
the Hill-house, they soon went to bed: ‘‘Before 
we slept, I telling upon discourse with Captain 
Cocke, the manner of my being cut for stone, 
which pleased him much.” 


There is an entry in John Evelyn’s diary, 
which I want to insert here. June 10, 1669, “I 
went this evening to London to carry Mr. 
Pepys to my brother Richard, now grievously 
afflicted with the stone, who had been success- 
fully cut, and carried the stone, as big as a 
tennis ball to shew him, and encourage him to 
go through the operation.” 


Perhaps it will be worth while at this point, 
to recall some details of the operation cutting 
for stone, as done in the middle of the seven- 
teenth century. There are two operations 
described: (1) that with little apparatus; (2) 
that with grand apparatus. 


The preparation of the patient was in all 
cases about the same. He was placed on a 
table with his head raised, and his buttocks 
projecting beyond the end; his legs were flexed 
at the knees and tied so, with a rope—a sort of 
clove-hitch,—and_ there were two or three 
assistants to hold him securely. Maybe he 
was given a sedative, such as they had, generally 
mandrake. Perhaps the “sleeping sponge’”’ was 
held against his face; this was a sponge saturated 
with a solution of opium, hyoscyamus, or mul- 
berry juice, lettuce, hemlock or mandrake. 
We can guess how much analgesia he would get 
out of all this: and in retrospect, echo his own 
words regarding his brother, “I pray God help: 
him.” 

The operation with little apparatus is pic- 
tured with the surgeon’s finger in the rectum, 
steadying the stone; or perchance pulling it. 
down, if possible, until the perineum bulged. 
The incision was made directly down upon it, 
and it was pressed out from ‘above, or seized 
with forceps and pulled out. 
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In the operation with grand apparatus, a 
curved, grooved staff was passed per urethram 
to the neck of the bladder. When the surgeon 
could feel this in the perineum, he cut down 
upon it; entered the point of his bistoury into 
the groove, and carried it up to the end. Some 
operators entered the viscus with the knife; 
others stretched the opening with dilators. 
The stone was then grasped with some form of 
forceps, and pulled out. 

So, as we have some idea of how the surgeon 
went about his work, I think we can well 
imagine how poor Pepys appreciated his going. 
No wonder this impressionable man kept the 
anniversary day of this ordeal, through all the 
Diary years! It is almost a surety that the 
operation was performed by Mr. Holyard, a 
surgeon attached to St. Thomas’ hospital, and 
often mentioned in the Diary, a friend and 
intimate of Pepys in after life. A note in 
Everyman’s Edition pp. 128, reads, ‘‘Ward in 
his diary pp. 235, mentions that the porter at 
St. Thomas’ hospital told him in 1661, of Mr. 
Holyard’s having cut thirty for the stone in 
one year, who all lived.” 

I shall close this section with a quotation 
from Wheatley which needs no comment—‘‘He 
went through life with little trouble on this 
score, but when he died at the age of 70, a nest 
of seven stones was found in his left kidney.” 


ScROPHULA 


Pepys wrote on June 23, 1660, ‘To my Lord’s 
lodging, where Tom Guy come to me, and there 
stayed to see the King touch people for the 
King’s Evil.’”’ The only comment he makes 
on this incident is that the people were kept all 
the morning in the rain, and finally the ceremony 
was concluded in the Banqueting Hall. 

I suppose it was so much of a routine in the 
Stuart days, that Samuel took it all as a matter 
of course. It was very ancient, even from the 
days of Edward the Confessor, but the hey-day 
of the custom must surely have been in these 
times of the Stuart Kings. It is estimated 
that between the years 1660 and 1682, 92,107 
persons were touched by Charles II. The prac- 
tice was extant on the continent also, and on 
Easter Day 1686, Louis XIV is said to have 
touched 1,200 persons. The giving of a coin 
to the sufferer was introduced by Henry VII; 
and in the days of our diarist, the coin was a 
golden angel worth ten shillings; a hole was 
bored in it, so that it could be worn on a ribbon 
about the neck, until the cure was complete. 

Doubtless to us, the most interesting patient 
in all the records is Dr. Samuel Johnson, who 
at the age of two and one-half years, was taken 
by his mother from Lichfield to London, to be 
touched by Queen Anne. 

Before leaving this topic, I wonist to refer to 
the stand taken by many of the old and ardent 
Jacobites, viz., that the virtue of the touch did 
not pass to the daughters of James II (Mary 
and Anne, whose mother Anne Hyde was not 
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of Royal blood), because they did not possess 
a full hereditary title, or in other words, did 
not reign by Divine Right. Long before this, 
in the time of the Wars of the Roses, it was 
argued by Sir John Fortescue that the Crown 
could not descend to a female, because the 
Queen is not qualified by the form of the anoint- 
ing at the Coronation, to cure the disease called 
the King’s Evil. So you see, these Jacobite 
gentry had the Queens, Mary and Anne, coming 
and going. But to them, Bonnie Prince 
Charlie was the “real MacKay’’, for when he was 
at Holyrood in the ’45, he touched a little girl 
for scrophula and those enthusiastic followers 
of his, recorded a perfect cure in 21 days. 

Surely our fathers spent much of their lives 
in the land of make-believe. We too, spend 
more of our time there than most of us are 
willing to confess. I wonder often, if these 
are not our happiest hours. 


SMALLPOX 


The next entries to which I will call at- 
tention indicate the extent of the ravages of 
smallpox. This dread scourge was never a 
respecter of persons; it struck at the high and 
the low alike. I remember that when I was a 
lad, we had the notion that the Royal Family, 
Queen Victoria’s, was under some special pro- 
tection against those ailments which might 
blast commoners and I think this boyish idea 
must have carried over into my young manhood. 
Be that-as it may, it was a shock to me, when 
first I read, many years ago, “September 13, 
1660. This day the Duke of Gloucester died 
of the smallpox.” This was the youngest son 
of Charles I, the Baby Stuart in Van Dyke’s 
famous picture of that Royal household. And 
again “‘December 20, 1660. This day I hear 
that the Princess Royal has the smallpox.” 
“December 24. This day the Princess Royal 
died at Whitehall.” And again, “Dec. 26, 
1660. To Whitehall by water and dined with 
my Lady Sandwich, who at table did tell me 
how much fault was laid upon Doctor Frazer 
and the rest of the doctors for the death of the 
Princess.”” This Princess Royal was Elizabeth, 
the King’s sister; she had married the Prince 
of Orange and was the mother of William III 
(William and Mary). 

Here, let me digress a moment to note again 
how little the human reactions to our emotional 
driving forces have changed through the 
centuries. ‘‘The negligence of the doctors.” 
‘““Much fault laid upon Doctor Frazer for the 
death of the Princess.’”’ How familiar these 
phrases are! I suppose it will always be so, 
for in us all, even today, there seems to be the 
inherent mood to throw the blame on somebody, 
for these blows to our good fortune and happi- 
ness, which appal us—to blame anybody but 
ourselves, even when we know in our hearts 
that there is no blame anywhere belonging. 

One more case I must recall. On November 
10, 1667, the Duke of York, afterward James II, 
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contracted smallpox, the third one of Charles 
the First’s children to so suffer. Two days 
afterward, Pepys writes, “I hear the Duke of 
York do very well with his smallpox. Pray 
God he may continue to do so.”’ But many an 
Englishman did not join him in that prayer! 
On December 6, Pepys waited on him, ‘the 
first time I have seen him since his sickness, 
and Blessed be God! he is not at all the worse 
for the smallpox.”’ 

There are several other references in the 
Diary to this scourge, but the above seem to 
me to be enough for my purpose. 

Just here, I think it fitting to jump ahead 
sixty years, and refer to that extraordinary 
woman, Lady Mary Wortley Montague, the 
beautiful and ambitious wife of the grandson 
of Pepys’ distant cousin and patron, the first 
Earl of Sandwich. It will be remembered that 
it was after her famous letter from Adrianople 
in 1717, that inoculation for smallpox first came 
to England. She came home enthusiastic over 
the idea; she had witnessed with her own eyes 
its advantages, and had protected her own son 
thereby. 

Against the prejudice of the Church, and of 
a great part of our profession, the scheme made 
headway, and it is reported that in the inocu- 
lation hospital there were only three deaths in 
one thousand cases, whereas outside, the 
deaths were one in five or six. (Chambers’ 


Encyclopedia). 
All through the literature of the eighteenth 


and early nineteenth centuries, are stories 
which paint the awfulness of this scourge. Let me 
quote a paragraph from Erckmann-Chatrian’s 
“Story of a Peasant”, written in 1868; but the 
time of the action is that of the French Revo- 
lution. Speaking of two sergeants: ‘They 
were men of six feet stature, but in each case 
badly pitted with smallpox. Indeed, previous 
to the Revolution almost everyone was pitted. 
Comely girls had to risk losing their beauty, and 
handsome men the same—one-eyed and totally 
blind people were numerous—all because of 
this terrible malady. God only knows what 
efforts were needed to bring about the acceptance 
of vaccination, for the people always begin by 
rejecting what does them good—which is indeed 
a misfortune.” 


THE PLAGUE 


I am surprised that so awful a visitation as 
the plague, lasting over so many months, is not 
more written up in the Diary; for, considering 
the intensity of the tragedy, there are compara- 
tively few entries relating thereto. I should 
have thought that a man so impressionable and 
observant as Pepys, would have included much 
detail of the visible ravages of the scourge, and 
of the schemes tried in the endeavour to check 
it. But not so! 

The immense amount of work and money 
entailed to build the innumerable bonfires in 
the streets in September 1665; the glare of them 
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at night; the smirch and smoke; the heavy rain 
which finally extinguished them all, must have 
interested him much, but he dismissed it all 
with: “September 6, 1665, To London, and 
there I saw fires burning in the streets through 
the whole city, by the Lord Mayor’s order.” 
“Thence by water to the Duke of Albemarle’s 
(at Whitehall); all the way fires on each side 
of the Thames.’ But never a word of the 
cost or the why, of them. These fires burned 
sea-coal, that is, coal digged from the earth (in 
contrast to charcoal), and brought to London 
by sea; they were burnt in front of every twelfth 
door, and kept burning for three days: and 
nights, until a downpour of rain put them out. 
I expected some remark about the magnitude 
of the undertaking, and the immense cost, even 
if the purpose were not mentioned. The single 
note I find, which marks the Pepys I looked for, 
is on August 30, 1665: “I went forth and 
walked towards Moorfields to see (God forgive 
my presumption) whether I could see any dead 
corpse going to the grave, but as God would 
have it, did not.” 

An entry later indicates that such sights soon 
became very familiar ones, just in the routine 
of his daily occupation. October 7, 1665; 
talking to a constable in Greenwich in the high- 
way, ‘‘came close by the bearers with a dead 
corpse of the plague, but Lord! to see what 
custom is, that I am come almost to think 
nothing of it’. This in 37 days. 

The Editor of Everyman’s edition of Defoe’s 
Journal of the Plague Year, prints in the appen- 
dix 19 entries from Pepys’ Diary. There is 
nothing outstanding in most of them, but in 
one, June 17, 1665, he does indicate how sudden 
was the collapse in one case, which he saw; 
driving down Holborn in a hackney-coach, his 
driver came to a quick stop ‘‘and told me that 
he was suddenly struck very sick, and almost 
blind—he could not see.’’ Pepys does not 
follow up the case; for he alighted and ‘‘went 
into another coach, with a sad heart for the 
poor man and for myself also, lest he should 
have been struck with the plague.” 

The one entry wherein he mentions the 
objective signs of the disease, the ‘‘tokens’”’ as 
they are called in Defoe’s Journal and in 
Harrison Ainsworth’s Old St. Paul’s, is on 
July 22, 1665. He met Dr. Burnett, who told 
him, ‘“‘whoever did spread the report that 
instead of dying of the plague, his servant was 
by him killed, it was a forgery, and shewed me 
that acknowledgment of the Master of the 
pest-house, that his servant died of a bubo on 
the right groine and two spots on his right 
thigh, which is the plague.” But Pepys does 
not give us to understand that he ever actually 
saw such “‘tokens’’, the huge petechial areas in 
the skin, though I doubt not that he saw many 
of them. 

One month after this experience with Dr. 
Burnett, the good doctor himself died of the 
scourge; August 25, 1665, ‘‘This day I am told 
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Dr. 
plague. 
esting note stands at the bottom of page 621 in 


Burnett, my physician, is dead of the 
Poor unfortunate man!’ This inter- 


Everyman’s: ‘Dr. Burnett, Dr. Glover, and 
one or two more of the College of Physicians, 
with Dr. O’Dowd, which was licensed by my 
Lord’s Grace of Canterbury, some surgeons, 
apothecaries, and Johnston the chemist, died 
all very suddenly. Some say (but God forbid 
that I should report it for truth) that these in a 
consultation together, if not all, yet the greatest 
part of them, attempted to open a dead corpse, 
which was full of the tokens; and being in hand 
with the dissected body, some fell down dead 
immediately, and others did not outlive the 
next day at noon.” [Letter from J. Tillison to 
Dr. Sancroft, September 14, 1665.] 

However, most of his entries are such as one 
expects from the accountant and statistician 
in him, rather than from the Pepys we love, 
who entertains us with details of the little 
personal incidents which made his life so inter- 
esting for him and for us. The number of 
houses he saw shut up, and in what streets; the 
mortality tables occasionally; ‘‘Lord! to see 
how the plague spreads! it being now all over 
King’s Street at the Axe, and next door to it, 
and in other places.” ‘‘Sad news of the death 
of so many in the parish, of the plague; forty 
last night. The bell always ringing.” 

Here begins the final section of my essay; the 
story of what possibly is to us, the most inter- 
esting of all the medical items in the diary, 
Pepys’ eye distresses. But first, let me refresh 
your memory a bit, and read to you his very 
last entry. “‘May 31, 1669. And thus ends 
all that I shall ever be able to do with my own 
eyes in the keeping of my Journal .. . . and 
so I betake myself to that course which is 
almost as much as to see myself go into the 
grave; for which, and all the discomforts which 
will accompany my being blind, the good God 
prepare me!” 

When one realizes that he actually believed 
what is written in, and between, these last few 
lines, that there was nothing but total blindness 
ahead for him who loved the outside world so 
much; surely we may say that few men have 
crowded more pathos into one sentence. 

He first mentions any eye-distress in the 
entry of January 19, 1664, when he is 32 years 
old. ‘‘My eyes begin to fail me, and to be in 
pain, which I never felt to now-a-days.”’ 

There are still more than five Diary years. 
Blessed be God! 

His notes having this special interest I shall 
hasten over. To us, the course of his com- 
plaints is an open book, but in his century it 
was all a hidden mystery. In this year 1664, 
his distress comes definitely enough to the 
surface to warrant a place in the Diary only 
four times. The one I have just read to you; 
then on May 5, ‘‘My eyes beginning every day 
to grow less and less able to bear with my 
reading and writing, though it be by daylight.” 
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On August 10; “Abroad, to find someone to 
engrave my tablets upon my new sliding rule. 
So I got Cocker the famous writing-master to 
do it, and strange it is to see him do it with 
his natural eyes, and read it all over, without 
any missing, when for my life I could not with 
my best skill, read one word or letter of it.” 

Again, on October 5. ‘‘Comes Mr. Cocker 
to see me, and I discoursed with him about his 
writing and ability of sight, and how I shall do 
to get some glass or other to help my sight.” 

You will see that his experience was exactly 
that of many another man in his thirties, when 
the focussing-strain dependent upon some error 
in refraction, is just beginning to set up distress 
symptoms; perhaps as yet, only when much 
close work has to be done in times of only 
moderate physical well-being, of extreme fatigue 
of body or mind, or of mental worry and anxiety. 

Strange to say, there is no mention made of 
any eye-symptoms in all the year 1665. This 
does not mean that there was no suffering; but 
it was the plague-year, and also, there was 
great naval activity. I expect that our Samuel 
was so busy over external affairs, that he had 
little time to think about his own ailments, and 
so, little urge to write them down. 

In the following year 1666, there are only 
three references to his eye-stress. The first of 
these on May 23, speaks of his right eye being 
“sore and full of humor’. This was obviously 
a unilateral conjunctivitis, which he naively 
blames upon ‘‘my late change of brewer’’. 

The great fire of London started on Sunday 
morning, September 2, and raged for 4 days. 
On October 11 (six weeks later) he has a memo- 
randum that during the fire-days and in the 
disorder following, he took his notes on loose 
papers, but he did not get these properly written 
up until January 18, “having made my eyes 
sore by frequent attempts this winter to do it”. 
On December 24, he bought a pair of green 
spectacles. 

The Diary of the year 1667 contains only 
four entries, which mention or suggest his eye- 
discomfort. January 2, August 30, November 
4, and November 14. This last one is the type 
of them all. I shall choose it because of the 
true Pepysian touch at the close. ‘Thence 
home and to the office, and so home to supper 
and to bed, my eyes being bad again! and by 
this means the nights, now-a-days, do become 
very long to me, longer than I can sleep out.” 

On November 4, he went to Turlington, the 
great spectacle-maker for advice regarding 
glasses. Taken all in all, this was a good year 
for him. 

The first four months of 1668 have only 
three references to his eyes, and these are 
almost identical with others already quoted, 
but in the month of May, begin more frequent 
complaints. On May 23, he consulted Dr. 


Tuberville, who had lately come to London 
from Salisbury, with a very good reputation as 
Within a week, he is at the doctor’s 


an oculist. 
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office again, and receives a ‘“‘direction for some 
physic, and a glass of something to drop into 
my eyes; he gives me hope that I shall do well.” 

I am surprised at a remark by the editor of 
Everyman’s edition of the Diary; in a note 
about this Dr. Tuberville, he says: ‘‘probably 
Pepys received great benefit from his advice, 
as his vision does not appear to have failed 
during the many years that he lived, after dis- 
continuing the Diary.” It is known, that 
Pepys’ annoying and distressful symptoms were, 
secondary to his error in refraction; that this 
hypersensitive man was forced thereby to 
extraordinary focussing effort in the process of 
seeing, and this cried aloud for help when his 
intensive close work was protracted through 
long hours, cried for help which never came, 


because no man knew how to answer the eall. 


The editor of Everyman’s ought to have known 
this, and while he is quite right in his desire to 
give Dr. Tuberville any credit he deserves, he 
ought to have better judged the relationship of 
Tuberville’s treatment to Pepys’ long retention 
of very good visual acuity. Of course, such 
advice and treatment as was given to him 
had nothing whatever to do with that. 

When I tell you that in the remaining 11 
months of the Diary, there are 29 definite 
references to his increasing eye-distress, with 
many more between the lines, you will appreci- 
ate how the climax was reached, which called 
forth that pathetic last paragraph on May 31, 
1669. 

Pepys never became blind, but retained ‘good 
sight until his death in 1703. As the years 
passed, and the increasing sclerosis of his lenses 
made it impossible for him to readjust their 
curves, to neutralize the insufficiency and asym- 
metry of thé curvature of his corner, he auto- 
matically gave up trying to do the impossible, 
and so got relief from the old distresses. Had 


he written that final paragraph 300 years later, . 


he might have gone into the city the next day, 
and put on a pair of compound lenses (spheres 
for his long sight, and cylinders for his coinci- 
dent astigmatism), and his eye troubles would 
(almost assuredly) have “folded their tents like 
the Arabs’. Then home—not to bed—but to 
write new chapters in this Diary of all diaries. 

Finally, there is a point of great interest in 
connection with the translation of the Diary, 
which, if generally known, is not often men- 
tioned. I would like to recall it. When John 
Smith, an undergraduate of St. John’s College, 
took this task in hand in the spring of 1819, he 
was told by an expert stenographer to whom 
he showed the Diary, “that neither he, nor any 
other man would ever be able to decipher it.” 
But by working at it for nearly three years, 
usually for 12 or 14 hours a day, with frequent 
wakeful nights, he at length accomplished the 
task. 

In the year 1680, when Pepys was 48 years 
old, he was summoned by the King to the 
court at Newmarket. Here, in October, he 


took down in shorthand from the King’s own 
lips, the story of his escape after the battle of 
Worcester. This manuscript with a transcript 
in long-hand, is in the Pepysian Library. The 
story, as told by the King, has been published, 
and there is a copy in College Street. It is well 
told, and makes interesting reading, and is, 
no doubt, worth while from the standpoint of 
Stuart history: but in the edition in our Refer- 
ence Library, there is no word about what is, 
to me, of supremest interest in the incident— 
the fact that Pepys transcribed it also in long- 
hand. Listen to this note in Dr. Tanner’s 
“Mr. Pepys”’ published in 1925, on page 249:— 

“By the irony of fate, while John Smith was 
labouring for 3 years to decipher the short-hand 
of the Diary, this convenient key to it, lay all 
the while, undiscovered by him, ready to his 
hand.” 


102 Kilbarry Road. 


Divisions of the Association 


New Brunswick 

The New Brunswick Medical Society is to 
hold its annual meeting this year in the fall at 
Edmundston on October 2and3. The Medical 
Society of Madawaska will be hosts to the 
doctors from the rest of the Province and Dr. 
P. C. Laporte, M.B.E., and his local committee 
have already made a start on their program. 


Quebec 


The Annual Meeting of the Quebee Division 
of the Canadian Medical Association was held 
in Montreal on January 26-27. Various reasons 
had nade it difficult to hold this meeting in the 
fall, as is usually done. In spite of the severe 
winter conditions, and the difficulties of trans- 
portation, however, there was a satisfactory at- 
tendanee. Doctors came from as far apart as 
Amos in the North-West of the Province, and 
Rimouski in the Gaspé: Peninsula. 

The meetings of the convention were held in 
the Freneh and English hospitals in the morn- 
ings, and general sessions were held at the Engi- 
neering Institute in the afternoons. At the 
latter, papers of general interest were presented 
in French and English. On Saturday afternoon, 
the papers dealt with various aspects of Health 
Insuranee and medical care. 

Dr. Antonio Pager, of St. Hermas spoke of 
the economic problems of the rural practitioner. 
Dr. Murray Stalker, of Ormstown, described the 
place of the rural hospital, basing his remarks 
on the work of the Barrie Memorial Hospital at 
Ormstown. Considerable interest was aroused 
by this paper, and there was discussion on it 
by other men in the Province including Dr. 
Bourgault, of Amos, who had similar rural hos- 
pitals under their direction. Dr. Cholette, of 
Montreal, then dealt with Health Insurance from 
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the Provincial standpoint, and the final paper 
was by Dr. Harris McPhedran, President of the 
C.M.A. Dr. MePhedran gave a most interesting 
summary of his experiences on his trip across 
the Dominion last Fall, with valuable deserip- 
tions of the points of view and problems of the 
various Provinces. He then dealt with the 


question of the growth of the voluntary pre- 
payment schemes which are springing up in 
various parts of the Dominion. Whilst these 
reflected the demands of the people for lighten- 
ing the burden of medical care, it was to be 
realized that they had their shortcomings, and. 


. were not all equally well planned. 


4 


The General Secretary's Page 


May I offer a suggestion? Let your mind 
travel back to your medical student days and 
ask yourself these questions: “What did I 
learn in College about medical economics? 
What did I know about the subject when I 
was graduated?” 

Perhaps more recent graduates will answer 
that they learned quite a good deal about the 
subject during undergraduate years but cer- 
tainly those of us. who have been away from 
University for some time will readily admit 
that we knew little, if anything, of medical 
economics when we sallied forth as Doctors; 
and it might be that, because so few of us were 
meseluned to the problems involved at the 
right time, we do not take enough interest in 
them now. But happily times are changing 
in the halls of medical learning and it is most 
encouraging to find our undergraduates taking 
time to study and debate the broad issues 
which constitute the relationship of the pro- 
fession to the public. 

To many of you it may come as a surprise to 
know that CAMSI, the Canadian Association 
of Medical Students and Interns, representing 
the medical schools in Canada, has issued a 
brief on medical economics in the form of 
proposals for the organization of a national 
health program. In the main, their suggestions 
follow very closely the principles enunciated by 
the Canadian Medical Association although 
they do include three clauses which depart 
from our point of view. 


(1) “The plan should be administered under 
the direction of an independent central 
commission sitting at Ottawa.” (This 
would mean central or national adminis- 
tration and control.) 

“The remuneration of practitioners should 
be arranged as a basic salary which would 
take into account his professional quali- 
fications, the hazard and responsibility of 
his work plus a per capita rate which 
would be proportionately higher in rural 
areas than in urban areas.” 

(This gets close to state medicine.) 

“The plan should include a licensing and 
disciplinary body to certify practitioners 


(2) 


(3) 


for general or specialist practice and to 
penalize irregularities.” 
(This would interfere with the powers of 
the respective provincial licensing bodies.) 
It was my privilege to meet the Toronto 
chapter of CAMSI some days ago to discuss 
health insurance. I found a large audience 
intensely interested in the subject. Not only 
did they listen most attentively but, in order 
that you may know how their minds are work- 
ing, I am going to set down here some of the 
questions they asked. Read them over care- 
fully and see if you have satisfactory answers. 
The exercise will not only illuminate for you the 
students’ thinking but it will help you to deter- 
mine your own familiarity with the subject. 
Here are the questions: 
Why are not all the doctors in Canada mem- 
bers of the C.M.A.? 


Could the medical profession of Canada take 
better care of the health of the people under some 
state scheme rather than under a_ scheme 
worked out by the profession? 

Referring to the C.M.A. principles, would it 
not be more accurate to say that it is not in the 
medical profession’s interest that the State 
convert the whole medical profession into a 
salaried service? 

Before the teaching profession was a salaried 
national service, Canada was about 5% literate. 
Today with the teaching profession in its present 
poor economic condition, Canada is about 
95% literate. What then is the danger to the 
national interest of putting doctors on salary? 

How do you account for the great advance 
made in. medicine in Russia under political 
and economic domination by the State? 

Would the general health of the Canadian 
people show any improvement in thirty years if 
health insurance were instituted now? 

Have the majority of the doctors of Canada 
voiced their complete approval of a health 
insurance scheme? 

Is it not true that in the country where muni- 
cipal doctors practise, there are not enough 
people to support a choice of doctors? 

Is it a good idea to have a private practice 












and a Government paid or subsidized practice? 
Won’t this lead to front and back door practice? 


You say doctors must be given fair remuner- 
ation. What do you regard as fair remuner- 
ation? That is, exactly how much in dollars 
and cents per year? 

What is the average income of the doctors 
in Canada? 

How will health insurance prevent unneces- 
sary calls to patients’ homes especially at 
night, when the patients think they have paid 
for this service? 

What power analogous to a union has the 
C.M.A. over its members? 

What powers do you think it should have? 

Do you think the C.M.A. can be effective in 
improving the position of the medical profession 
as a whole if it has no control over the individual 
member? 
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A very attractive program is now nearing 
completion and will be published in the April 
issue of the Journal. 














General Council will meet on Monday and 
Tuesday, June 11 and 12. 


An interesting series of Round Table Con- 
ferences has been arranged for Wednesday, 
Thursday and Friday mornings, from nine to 
ten o’clock, to be followed by General Sessions. 

Sectional Meetings will be held on Wednesday 
and Thursday afternoons. 

Provision will be made for one session to be 
devoted to a discussion of medical economics, 
the exact time to be announced later. 

Reservations should be made as early as pos- 
sible at the Mount Royal Hotel. Be sure to 
indicate the type of accommodation desired and 
definite time of arrival. 
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Will the C.M.A.’s proposals to the Govern- 
ment on health insurance carry any weight if the 
Government knows that the C.M.A. has no 
control over its members? 

Do you believe any health insurance scheme 
can be kept free from politics? 

What is the difference between state medicine 
and health insurance? 

How should the doctor be paid for his services 
in a health insurance scheme? Will he be free 
to charge as he wishes? 

And a final question: I want to practise in 
a district of my own choice in my own way; will 
health insurance prevent that? 

It would appear that future generations of 
Canadian doctors are attempting to equip 
themselves to meet the medico-political socio- 
logical changes which many persons think will 
inevitably have to be faced. 


Dr. Harris MCPHEDRAN, Toronto 
Dr. L. Gérin-Lason, Montreal 


Dr. T. C. Routiey, Toronto 


The Central Program Committee which in co- 
operation with the Montreal Committee, is re- 
sponsible for the scientific program, is as follows: 


. DUNCAN GRAHAM, Chairman 
. ALAN BROWN 

. H. K. DETWEILER 

. H. A.. DIXon 

. Roscor R. GRAHAM 

. J. ©. McCLELLAND 

. ALEXANDER E. MACDONALD 

. HARRIS MCPHEDRAN 

. WILLIAM ScoTT 

Dr. H. J. SHIELDS 

. A. C. SINGLETON 

. D. E, S. WIsHART 

. GEORGE S. YOUNG 

. T. C. ROUTLEY 
. HaRvey AGNEW 
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Canadian Medical THar Serbices 


MEDICAL OFFICERS APPOINTED TO THE R.C.A.M.C. 





ACTIVE FORCE 


DECEMBER, 1944 


( Previous sections appeared in the issues of February, March, May, July, September, November 
and December 1943, in each issue for 1944 except April and September, and in January, 1945.) 


SECTION XXXII 


Name Address Date of appointment 
Marcil, R., Montreal 14-11-44 
Starr, D. E., Vancouver 22-12-44 


Name 
Stewart, H. L., Belle River, P.E.I. 


Address Date of appointment 


11-5-44 


MEDICAL OFFICERS STRUCK OFF STRENGTH OF THE R.C.A.M.C.—ACTIVE FORCE 
DECEMBER, 1944 


Name Address Date struck off strength 


Allen, J. L., Calgary, Alta. 26-11-44 
Bennett, S. J., Inverness, Que. 20-11-44 
Bleeks, C. K., Winnipeg 16-12-44 
Creighton, S. A., Vancouver 21-12-44 
Cunningham, W. H., St. Catharines, Ont. 28-11-44 
Dillane, W. E., Toronto 24-11-44 
Easton, S., Winnipeg 1-12-44 
Goluboff, L., Saskatoon, Sask. 2-12-44 
Gray, K. G., Weston, Ont. 1-5-44 
Grove, J. H., Paisley, Ont. 10-11-44 
Hamilton, H. P., Kitchener, Ont. 15-12-44 
Henry, W. J., Port Arthur, Ont. 17-11-44 


Medical Societies 


Saint John 


The January monthly meeting of the Saint 
John Medical Society was addressed by Lt.-Col. 
J.C. Wilson of the Military Hospital at Frederic- 
ton, on “Surgery overseas’. He stressed the 
advances and modifications in bone surgery. 
Major F. C. Jennings of the staff of the D.M.O. 
in Saint John gave a paper on “Anesthesia 
overseas”. These two presentations were es- 
pecially interesting as the two speakers had 
recently returned to Canada from active service 
and were enthusiastic about the work done 
there by Canadian doctors. 


Saskatoon and District 


At a recent meeting of the Saskatoon and 
District Medical Society, held on January 22, 
the following slate of officers was elected for 
1945. President—Dr. Lorne McConnell; V2ce- 
President—Dr. E. W. Spencer; Secretary-Treas- 
urer—Dr. W. D. McPhail; Executive—Doctors 
A. A. Scharf, L. Schulman, R. H. MacDonald; 
Rural Economics Committee—Doctors G. M. T. 
Hazen, H. C. Whitemarsh, F. W. Rosher; 
Urban Committee—Doctors E. V. Kershaw, 
H. D. Dalgleish, Jack Anderson. 





Name Address 


Date struck off strength 


James, E. A., Orillia, Ont. 30-11-44 
Laird, R. R., Vancouver 25-11-44 
Leech, B. C., Regina, Sask. 30-11-44 
Neilson, C. P., Winnipeg 22-11-44 
Martin, R. B., Regina, Sask. 11-12-44 
Perfect, K. E., Toronto 18-11-44 
Rodger, W. S., Cowansville, Que. 21-12-44 
Walmsley, J. F. 8., Hamilton, Ont. 31-10-44 
Weingarten, I., Toronto 10-11-44 
Wilson, N. K., Toronto 22-11-44 
Wood, W. J., Winnipeg 13-12-44 


La société médicale des hopitaux universitaires 
de Québec 


Une séance de cette société eut lieu 4 |’Hétel- 
Dieu de Québec, le 15 décembre dernier. Sui- 
vent les résumés des travaux présentés. 


Le PRIODAX ET L’ETUDE RADIOLOGIQUE DES 
VOIES BILIAIRES.—R. Lessard. 


Jusqu’en ces derniers temps, le tétraiode était la sub- 
stance de choix pour opacifier les voies biliaires. En 1940, 
un nouveau composé iodé est expérimenté. Ce nouveau 
corps chimique, connu sous le nom de Priodax, est mieux 
toléré par les patients que le tétraiode, il occasionne moins 
de troubles, il est mieux absorbé, l’opacification de la 
vésicule biliaire est égale sinon meilleure 4 celle provoquée 
par le tétraiode. 

L’auteur rapporte 350 examens radiologiques de la 
vésicule biliaire aprés ingestion de Priodax faits dans le 
service de radiologie de |’Hétel-Dieu de Québec. Les 
troubles rapportés par les patients sont nettement moin- 
dres que ceux occasionnés par l’absorption de tétraiode. 
Chez 257 sujects, soit dans 73.4% des cas, on a obtenu une 
excellente opacification de la vésicule biliaire. Dans 20% 
des cas, la vésicule est restée invisible. 32 des 350 pa- 
tients examinés ont été opérés dans les services de chirurgie 
de |’Hétel-Dieu de Québec. On a comparé les diagnostics 


opératoires et radiologiques, on en conclut qu’une vésicule 
invisible aprés un examen de Priodax est une vésicule 
malade; une vésicule qui s’opacifie bien et qui se rétracte 
bien sous l’influence du repas gras, est une vésicule “bien 
portante’’. 
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UN CAS D’EPITHELIOMA DE L’OREILLE MOYENNE. 
—J. Lacerte. 


(Observation d’une malade Agée de 46 ans qui souffre 
d’une otite chronique suppurée avec polype datant de 
l’enfance.) 

L’examen histo-pathologique du polype démontre qu’il 
s’agit d’un “Epithélioma pavimenteux stratifié essentielle- 
ment spino-cellulaire’’. 

L’auteur pratique, en mars 1940, un évidement pétro- 
mastoidien. Cinq jours aprés l’opération, la malade a 
son premier traitement de Roentgenthérapie. La malade 
a recu 200r par séance et un total de 3000r. L’auteur 
prétend que la Roentgenthérapie et l’application de méches 
imbibées d’huile de foie de morue survitaminée ont activé 
la régénération de ]’épithélium de la cavité. 

Cing ans aprés l’intervention, la cavité est trés belle. 


Il n’y a pas de récidives ni de ganglions dans les territoires 
environnants. 


NEUTROPENIE CHRONIQUE D’ORIGINE SPLENI- 
QuE.—J.-B. Jobin, L.-N. Larochelle et C. 
Auger. 


Madame Joseph B. . . est admise 4 |’hépital pour un 
syndréme douloureux de l’hypochondre gauche. Bientdt, 
l’on porte le diagnostic de splénomégalie trés marquée 
avec neutropénie. 

Pendant les sept semaines qui ont précédé l’intervention 
ehirurgicale, l’image hématologique est restée 4 peu prés 
constante; les globules rouges oscillent autour du chiffre 
de 3,500,000 par mm. cube, les globules blanes varient de 
1,000 4 1,500 par mm. cube, le pourcentage des poly- 
nucléaires est 4 ce moment de 10% a 12%. 

Cette neutropénie a été passagérement améliorée par 
des transfusions répétées. 

Les épreuves de la résistance globulaire, de l’indice 
biliaire plasmatique, du temps de saignement et du temps 
de coagulation ont été normaux. 

Une ponction sternale a permis de constater une image 
médullaire parfaitement normale. 

Une épreuve de spléno-contraction 4 l’adrénaline a été 
fortement positive. Cette épreuve a démontré la présence 
d’un grand nombre de globules blancs au niveau de la rate. 

La rate enlevée pesait 966 grammes et présentait une 
forme et un aspect sensiblement normaux. L’image 
histologique trés complexe est encore a |’étude. Il n’y a 
aucune trace de Leishmania Donovani. 

La malade a été suivie depuis le 10 octobre 1944, date 
de la splénectomie. Les globules blancs ont suivi une 
ascension rapide. I] faut aussi noter le vieillissement de 
la formule d’Arneth. 

La malade est parfaitement remise et cliniquement 
guérie. 


LA METHEDRINE ET LE CHOC OPERATOIRE.— 
F. Hudon et B. Paradis. 


Cliniquement: le signe Avertisseur du choc est, 
croyons-nous, le ralentissement de la circulation péri- 
phérique. 

Physiologiquement, nous croyons que, dans le choc 
opératoire primaire, il y a une vaso-constriction incom- 
pléte des artérioles et stagnation de sang dans les capil- 
laires. 

Cliniquement encore, dans ce choc, nous avons obtenu 
de trés bons résultats avec la Méthédrine, qui est un 
vasoconstricteur nouveau, un N-methylamphétamine, 
dont on utilise l’hydrochloride. 


PLAIE DU FRONT, MENINGITE ET SEPTICEMIE A 
STAPHYLOCOQUE CONSECUTIVE — TRAITEMENT 
ET GUERISON PAR LA PENICILLINE.—E. Gau- 
mond et J. Grandbois. 
(Travail du Service de 
lV’ Hotel-Dieu). 


Les points saillants de l’observation ici rapportée sont 
les suivants: 


Dermatologie de 


Piqire du front par un moustique. Infection con- 
sécutive sous forme d’abcés ou de furoncle au méme 
endroit. 


Cellulite intense de la face donnant |’impression d’une 
thrombo-phlébite des sinus caverneux. 


Méningite et septicémie 4 staphylocoque doré con- 
sécutive. 


Le traitement par la pénicilline par voie intra-veineuse, 
intra-rachidienne et intra-musculaire. pour une dose 
totale de 1,510,000 unités en 15 jours a amené une guérison 


parafaite, guérison qui a pu étre constatée de nouveau il y 
a 15 jours. 


Les auteurs font remarquer en terminant que, dans un 
cas de méningite, la pénicilline doit étre injectée dans le 
canal rachidien si on veut obtenir un résultat parce que, 
donnée uniquement en injections intra-musculaires ou 


intra-veineuses, elle franchit trés difficilement la barriére 
méningée. 


Upper Island Medical Association 


The annual fall meeting of the Upper Island 
Medical Association was held at Parksville, B.C., 
on November 23, 1944. 

The following members were present: Drs. 
A. B. Hall, C. C. Browne, E. D. Emery, A. H. 
Meneely, L. Giovando and J. M. Hershey, of 
Nanaimo; T. A. Briggs and Wm. McEwen, of 
Courtenay; A. R. Hicks, of Cumberland; R. W. 
Garner, G. B. Helem, A. P. Miller and W. C. 
Pitts, of Port Alberni; E. N. East, of Qualicum ; 
and Drs. D. A. Hewitt, Martenmas, Chaintrees 
and the two guest speakers Drs. G. O. Matthews 
and H. H. Milburn from Vancouver. 

The meeting opened with a tribute to the 
memory of the late Dr. M. W. Thomas. Dr. 
Matthews spoke of those qualities which had 
endeared him to members of the profession 
throughout the Provinee, and called on the mem- 
bers to rise for a minute of silent respect to his 
memory. 

The officers for the coming years 1945-46 were 
elected as follows: President—Dr. C. T. Hilton, 
of Port Alberni; Vice-president —Dr. A. P. 
Miller, of Port Alberni; Secretary-Treasurer— 
Dr, W. C. Pitts of Port Alberni. 

The following appointments were also made: 
Dr. R. W. Garner, Chairman of the Committee 
on Cancer; Dr. G. B. Helem, Reporter to The 
Bulletin; Dr. A. H. Meneely, Chairman of the 
Sub-Committee on Economies. 

Dr. Matthews spoke briefly in his capacity as . 
President of the British Columbia Medical As- 
sociation, referring to the negotiations under 
way for the establishment of a Medical Faculty 
affiliated with the University of British Colum- 
bia. He also urged more members to join the 
Canadian Medieal Association. 

Dr. H. H. Milburn addressed the meeting as 
President of the Council of the College of 
Physicians and Surgeons, 

Following this Dr. Matthews gave a very 
interesting and instructive talk on ‘‘Common 
problems in treatment of infants and children’’, 
which was much appreciated by his audience. 
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Winnipeg Medical Society 

A special meeting of the Winnipeg Medical 
Society was held on February 2 in the Medical 
College. Col. 8. S. English, R.C.A.M.C., spoke 
on ‘‘Remedial physical therapy in active 
treatment hospitals and reconditioning cen- 
tres in Canada’’. His remarks were illustrated 
by two fine talking movie films, one produced 
in England by Mr. Watson Jones, the other in 
Canada by the Canada Film Board. Col. 
English spoke highly of the good work being 
done at the reconditioning centre under the 
command of Major Hartley Smith of Winnipeg. 
Major Fred Pilcher, R.C.A.M.C., spoke of the 
management of urethritis in male patients. 
He considered that penicillin if given early and 
in adequate doses could cure gonorrhcea quickly 
and completely. Ross MiTcHELL 


PMliscellanp 
“MARLAG 1941-44’"* 


By Surgeon Lt.-Commander C. M. Fisher, 
R.C.N.V.R. 


When H.M.S8. Voltaire, a 14,000 ton Armed 
Merchant Cruiser, engaged a German Raider 
in the South Atlantic on April 4, 1941, the 
planned medical routine in Voltaire was soon 
disrupted. Her Sick Bay received a direct hit 
about one minute after action opened and before 
many more minutes had passed, communication 
for and aft became impossible. Treatment thus 
_ resolved itself into first-aid, namely the appli- 

cation of tourniquets and splints. Morphine 
was at hand but scarcely used because of lack 
of pain among the wounded. It is truly 
amazing how little pain occurs, or at least, is 
complained of, among casualties during battle. 
About three hours after action started, the 
Voltaire, badly damaged and extensively ablaze, 
slowly turned over, and we survivors jumped or 
slid off as she gradually sank. The Raider put 
down small boats and for four hours or so they 
searched the battle area for survivors. Ap- 
proximately 180 were picked up, 100 of whom 
were injured. The outstanding feature, from 
a medical point of view, was the unbelievable 
ability of severely wounded men to survive 
four to seven hours of immersion and go on to 
good recovery. 

The Raider did not ‘have adequate facilities 
for caring for so many casualties and only a 
few critical cases went: to the Sick Bay. The 
remainder were placed below in torrid prison 
quarters. The young German surgeons were 
possibly good operators but they seemed grossly 
ignorant of shock and its treatment. On 


*Reprinted by permission, from The —_— Canadian 
Navy Medical News Letter, December, 1944 





visiting the German Sick Bay, I was greeted 
with awful pleas for water to drink, and this 
from cases about to undergo surgery. The 
Raider did not carry supplies of sulfonamides 
and the doctors did not appreciate their value. 
Indeed, they had never heard of Domagk (the 
German who, in 1935, discovered the thera- 
peutic possibilities of prontosil). After ten 
days on the Raider; the less seriously wounded, 
the unwounded and all junior officers were 
transferred to a prison ship and I accompanied 
this group. The prison ship had no medical 
supplies other than a small first-aid kit. 
However, the Germans did arrange chicken 
broth and other dainties for a lad who developed 
acute tuberculosis, but unfortunately the patient 
died shortly after going ashore. We were 
landed at LaRochelle and, half freezing and 
starving, taken to Bordeaux in cattle trucks. 
We stayed at a transit camp here for fifteen 
days on starvation rations and without medical 
supplies. Some of the prisoners tried to stick 
rags over their wounds, using the pitch oozing 
from pine trees in the camp. We then had a 
five-day trip to Germany, again transported 
in cattle trucks, forty to a truck, and arrived 
at a prison camp roughly halfway between 
Bremen and Hamburg. 

Medical facilities in the camp were at first a 
bit primitive, but it is surprising how quickly 
many illnesses heal without medicinal therapy. 
The sick quarters were bare wooden rooms, con- 
taining seven double-decker frame bunks with 
wood-shaving palliasses. The treatment room 
was peculiar in its lack of supplies and appliances 
and we suffered the added handicap of having 
a malicious German medical orderly advise us 
on diagnosis and treatment or perform such un- 
couth acts as pouring water into the stove if 
it got too hot for him. The German doctor 
asked me from which university I was gradu- 
ated, and on replying ‘““Toronto’’, he exclaimed, 
“That is in America. Pah! You are no 
doctor! When students in Europe are too 
‘dumb’ to pass their examinations here they go 
to America and get their degree.” 


The diet allowed us, contained 1,400 to 1,500 
calories and consisted of black bread, potatoes, 
margarine, turnips, gherkins, sauerkraut, blood 
sausage and fish soup. From time to time, 
small amounts of sugar, oatmeal, canned fish 
and dried peas were issued. The diet was 
deficient in caloric value, protein, fat, vitamins 
and minerals. The injured and sick, therefore, 
had the added handicap of poor diet to overcome. 

The Germans unwillingly and _ irregularly 
supplied us with certain standard mediums. 
They dispense practically no liquid mediums, 
tablets being used almost exclusively. We re- 
ceived Magenmittel tablets (an antacid con- 
taining bismuth carbonate and atropine), pyra- 
midon, aspirin, tannalbin (a tannic proteinate 
used in diarrhoea), solventes (an ammonium 
chloride-liquorice lozenge for cough), charcoal, 
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codeine, sulfonamides, vegetable laxatives and 
targesin (a local anesthetic for sore throat). 
Ointments supplied were icthyol, sulphur, zinc 
oxide, cod liver oil, ammoniated mercury and 
scarlet red. An excellent anti-scabetic is Miti- 
gal, an organic sulphur preparation which 
proved very effective. Axillary thermometers 
graded in the centigrade system were used. 
Evipan was supplied in good quantity. Band- 
ages and dressings of crepe paper proved quite 
satisfactory for dirty wounds. Iodine, bella- 
donna, rubber bandages, ether, chloroform, 
vitamins, thyroxin and all valuable drugs were 
most difficult to obtain. 

During the last two and a half years, Red 
Cross parcels, both food and medical, have 
been arriving regularly. The food parcels 
come from England, New Zealand, India, 
U.S.A. and Canada. The Canadian parcels 
are much superior to the others and supply 
almost 1,000 calories extra per day. Thus at 
present, prisoners are well nourished. The 
medical parcels contain lung balsam, McLean’s 
powders, trisilicate liniment, Dettol, T.C.P., 
morphine, crepe bandages, various ointments, 
aspirin, dusting powders, vitamins, sulfonamides, 
bandages and dressings. German medical co- 
operation has gradually improved since 1941 in 
all camps. Our camp was fortunate when, in 
1942, all British Naval prisoners were moved 
to a separate area and we then came under the 
jurisdiction of the German Navy. The Kriegs- 
marine has treated us much better and indeed 
our camp was probably better than any other 
in Germany. At present the Naval prisoners 
have respectable sick bays with heating facili- 
ties, running water, spring beds, a small oper- 
ating theatre, quarters for doctors and orderlies, 
a microscope and small laboratory supplies 
with common chemicals. To be sure, it was 
not pretentious but it was such a vast improve- 
ment over the facilities of the early days that 
we were quite satisfied. 

Shortly after arrival in Germany we experi- 
enced a sharp epidemic of diphtheria. The 
Germans allowed only 6,000 to 10,000 units of 
antitoxin per case and there were many para- 
lyses. It is incredible, but the Germans would 
not give a larger dose. If the patient did not 
recover it was his fault. Epidemics of diph- 
theria were quite common in prison camps in 
Germany, but as the disease is endemic in the 
country the authorities do not worry. An 
epidemic of bloody dysentery also occurred in 
1941, but fortunately sulfapyridine controlled 
it. The German camp doctor did not appreci- 
ate the sulfonamides and was so suspicious of 
repeated requests for sulfapyridine that he cut 
the supply to 20 tablets each week, although we 
had used hundreds of tablets per day. A 
similar refusal to supply urgently required 
drugs occurred in 1943. A diabetic prisoner 
was receiving eighty units of insulin per day. 
The Germans then decreed that only 400 units 
would be provided per month. 


In the winter of 1941-42, hundreds of starving 
Russian prisoners were moved into the com- 
pound next to ours. Typhus was rampant 
among those unfortunate men and was spread- 
ing to French, Polish and even German barracks. 
We isolated the British compound as effectively 
as possible from November until March, and 
by means of regular inspection and a campaign 
of frightening propaganda among the British 
tars, not a single case of typhus occurred al- 
though twenty yards away hundreds were 
dying of the disease. Epidemic infectious 
jaundice, which seemed to originate during the 
Greek campaign of 1941, flared up periodically 
until late in 1948. All cases made a good re- 
covery. One case developed severe diabetes 
mellitus shortly after his jaundice cleared. 
This same association or coincidence has been 
reported in England. Influenza was prevalent 
last winter and it was not uncommon for all 
sixteen occupants of a room to have the disease 
at the same time. Epidemic disease of a serious 
nature is fortunately uncommon at present. 

The day to day sick parade presented a 
series of common complaints. Diseases of the 
skin were numerous and usually fungous in type. 
The Germans offered us a quick cure for ath- 
lete’s foot, but it was as ineffective as our other 
medicaments. Chilblains were a major com- 
plaint and on one occasion fully 35% of the 
camp suffered from them. This high incidence 
was due to the lack of fuel. Scabies, lice, fleas 
and bed bugs abounded and again Mitigal must 
be mentioned as an_ excellent scabeticide. 
“Stomach trouble’ was possibly the greatest 
thorn in the side for the camp M.O. These 
cases did not respond well to the usually effec- 
tive therapeutic methods and proved the most 
frequent cause of medical repatriation. Pos- 
tural faintness was a major complaint and 
scarcely a day passed without a case attending 
sick bay. All possible investigations were done 
and patients were finally instructed to regard 
the phenomenon as a sign of health (sic). The 
serious cases were treated with a tilted bed, and 
some improvement resulted. Vitamin defici- 
encies were rather rare latterly, but following 
the campaign in Greece and Crete camps were 
filled with beriberi and protein deficiency 
cedema. The regular arrival of Red Cross 
parcels has banished deficiency disease. Tuber- 
culosis was common in 1940-42, less so later. 
These patients showed very little resistance and 
hundreds died before repatriation started in 
late 1943. In 1943, the German naval doctor 
allowed us to fluoroscope all prisoners at our 
camp, and many new cases were discovered 
before reaching the hopelessly advanced stage. 
Psychoneuroses were quite common but the 
Naval Camp had such an excellent spirit and 
grand morale that very few cases persisted. 
Anxiety, claustrophobia, insomnia, depression 
and inability to relax were the chief complaints. 
Kindly explanation that such “things” are but 
a phase of prison life, combined with playing 
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more games or providing some job for the 
patient, usually resulted favourably. Perhaps 
it would be more accurate if it were stated that 
it is truly amazing how well naval prisoners 
have stood their years of prison life. Psychoses 
were no more common than in a general popu- 
lation. Suicides were uncommon. Homosexu- 
ality was more common than we: had expected 
but occurs almost exclusively among ratings. 
Many prisoners worry lest they lose their 
sexual ability due to disuse. 

Surgical activity in the individual camps is 
slight as a rule, although the Naval camp was 
provided with a small theatre. Wounded 
prisoners-of-war are first treated at enemy 
front-line hospitals and moved to Germany as 
soon as possible. There is a British prison 
hospital in Central Germany and many prisoners 
are treated secondarily here. The staff is 
entirely British and a tremendous amount of 
good work has been done. Later care is carried 
out in the individual prison camp itself, and 
‘this constitutes much of the surgical work 
there. In the early days our major surgical 
emergencies were done at a nearby French 
hospital which was an absolute flea-bag. The 
surgeon was a Serbian Colonel of fine personality 
and a very capable surgeon indeed. On one 
occasion an English medical officer suggested 
an exploratory laparotomy for a difficult case. 
I was very pleased to hear in reply, ‘‘But, my 
boy, an exploratory laparotomy is a surgeon’s 
most difficult task”. He was a fine operator 
and well known throughout Central Europe. Of 
late, camp surgery has been done by a British 
surgeon who was able to repair many hernias 
and remove troublesome hemorrhoids by the 
score. 

The question is frequently asked, ““Has Ger- 
man medicine remained on its former high 
plane?”” No Allied doctor is impressed with 
German medicine today. It lags far behind 
Britain and America in all fields. This state is 
perhaps referable to the disturbed life now in- 
flicted on most German cities, but many regular 
visitors to pre-war Germany noted the decline 
as early as 1936. Naziism is such a fanatical 
doctrine that scientific honesty is almost pre- 
cluded. An ardent Nazi investigator will 
achieve results which are flattering or desirable 
rather than the truth. German prestige must 
be maintained in the eyes of the Germans. The 
Nazi press nourished German egoism when it 
announced that penicillin had been developed 
in Germany by Hitler’s personal physician.. To 
illustrate this mentality further, it will be 
mentioned that a university professor has shown 
in his latest researches that the Wright brothers 
did not invent the aeroplane, a German did. 

Finally, it becomes necessary to reassure all 
who have relatives or friends as prisoners in 
Germany, that at present, thanks to the Red 
Cross, food and medical supplies are arriving 
in Germany in adequate quantities. Recently 
penicillin and typhus vaccine were dispatched. 


The great majority of prisoners will be quite 


sound physically and mentally when they are 
freed. . 


A Country Pathologist 


(Extract from the letter of a correspondent in Richmond, 
Ontario, who had been making enquiries about the Paul- 
Bunnell test for infectious mononucleosis. The simple and 
enviable rural setting from which he writes has not repressed 
his interest in technical laboratory investigation.—Ep1rTor.) 

“ . . . Now, as I have no sheep, the 
Paul-Bunnell test is out. We have two horses, 
a cat, six lovely big blue jays that we feed on 
the kitchen door step each morning, a whole 
flock of chickadees, and all the way from one to 
nineteen partridges, as per actual count, around 
the house in the evening picking buds. This 
is the winter family. The summer brings its 
own visitors of birds, squirrels and ground hogs, 
and last summer two very beautiful deer used 
to graze with the horses.” 
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The Use of Gauze Inoculated with Penicillium Notatum 
or Impregnated with Crude Penicillin in the Treat- 
ment of Surface Infections. Myers, R. S., Aldrich, 
R. H., Howard, R. W. and Walsh, R. A.: New England 
J. Med.,.231: 761, 1944. 

Gauze inoculated with Penicillium notatwm or im- 
pregnated with crude penicillin was employed in the 
treatment of 47 cases of surface infection. Of the total 
25 were healed and 13 improved. Acute infections and 
those caused by a single penicillin-sensitive organism 
responded better than mixed or chronic infections. 
Crude penicillin and the mould-inoculated gauze were 
employed in an effort to save purified penicillin but 
their preparation is difficult and not suitable for medical 
practice. NorRMAN S. SKINNER 


The Surgical Aspects of Gallstones. Clute, H. M. and 
Kenney, F. R.: New England J. Med., 231: 783, 1944. 


The removal of simple, uncomplicated gallstones is 
an extremely safe procedure and should be carried out 
in all good-risk patients. The mortality rate of opera- 
tion mounts quickly with the onset of acute cholecystitis, 
particularly if surgical intervention is delayed past the 
first 24 to 48 hours. The mortality rate for gall- 
bladder surgery is especially high after repeated attacks 
of gallstone colic. Routine exploration of the common 
duct during simple cholecystectomy should be avoided 
and reserved only for cases in which it is definitely 
indicated. 

‘During the nine years 1935-43 inclusive, the authors 
operated on 356 patients with chronic cholecystitis. Of 
the 178 cases with stones the mortality was nil. One 
death among 23 cases without stones remained unex- 
plained as autopsy was not permitted. In 71 cases where 
acute cholecystitis had supervened 5 died (7%) and 
there were 8 deaths in 84 cases with common duct 
stones (9.59%). NorRMAN §. SKINNER 


Medicine 
Extrarenal Tuberculous Lesions Associated with Renal 
Tuberculosis. Cristol, D. S. and Greene, L. F.: 
New England J. Med., 231: 419, 1944. 


The diagnosis of renal tuberculosis is frequently de- 
layed because symptoms are often lacking in the early 





308 


ABSTRACTS: GYNZCOLOGY AND OBSTETRICS 


rCan.M. A. J. 
Mar. 1945, vol. 52 


OEE 


stages. Even when symptoms do develop the correct 
cause is often not suspected. Any clue that might lead 
to early diagnosis is important and the purpose of this 
study was to determine if the presence of active or 
healed tuberculosis elsewhere in the body would help in 
the confirmation of suspected renal tuberculosis. 
Calcified mesenteric lymph nodes were evident in the 
roentgenograms of 27 of a series of 145 cases of renal 
tuberculosis (proved at operation) and in 6 of an equal 
number of controls (surgically treated renal lithiasis). 
Healed or active tuberculous pulmonary lesions were 
present in 70 of the former and in only 26 of the 
control group. Genital tuberculosis was evident in 34 
of the 81 male cases with renal tuberculosis and in none 
of the 93 male cases with renal lithiasis. 
Roentgenologically apparent calcified mesenteric nodes 
are therefore more than twice as frequent in cases of 
renal tuberculosis as in controls, evidence of pulmonary 
tuberculosis more than 8 times as frequent and active 
genital tuberculosis is a very common associated condi- 
tion. The presence of any one of these 3 lesions is 
therefore considered to be helpful in the differential 
diagnosis of tuberculosis of the kidney. 
NORMAN S. SKINNER 


Uterine Bleeding and the Roentgenologist. 
V.: New England J. Med., 231: 549, 1944. 


Uterine bleeding may result from any one of a 
number of causes and careful investigation of each in- 
dividual case is necessary to ensure proper therapy. 
Normal menstrual flow is the result of a lytic principle 
acting upon blood which is at first clotted within the 
uterus. Abnormal flow may be the result of pathological 
changes in the uterus, such as benign or malignant 
growth, or changes in the blood (thrombocytopenic 
purpura, lack of prothrombin or calcium, leukemia, etc.). 

Hormonal changes are also important causes of in- 
creased uterine bleeding. The latter may be the result 
of the absence of either estrin or progestin. The in- 


Meigs, J. 


fluence of the sympathetic nervous system may also be 
a factor, anger and fright are well known precipitators 


of menstruation and the latter always follows within 
3 days of presacral neurectomy, regardless at what time 
during the menstrual cycle the operation is performed. 
Vitamin lack, as is shown in scurvy, prothrombin de- 
ficiency and lack of vitamin K in liver damage, may also 
be significant in the causation of uterine bleeding. 
Vitamin B may also be necessary for the proper con- 
jugation of cestrin in the liver. 

All the above factors must be considered in each case. 
X-ray therapy should never be employed until malignant 
disease is excluded by curettage and biopsy, since it 
may stop the bleeding and mask the condition. The 
loss of ovarian function which follows radiation brings 
about the menopause and it is the author’s feeling that 
operative removal of the uterus and cervix, leaving the 
ovaries, is much to be preferred. Radiation therapy 
for uterine bleeding should be reserved for spinsters 
near the menopause or for patients whose general condi- 
tion precludes a major surgical operation. 

NorMAN §. SKINNER 


Differential Diagnosis of Terminal Glomerulonephritis 
and Malignant Hypertension. II. Cardiac Aspects. 
Taylor, R. D. et al.: Ann. Int. Med., 21: 765, 1944. 


The cardiac status of patients with malignant hyper- 
tension in whom uremia was imminent was compared 
with that of 10 clinically similar chronic glomerulo- 
nephritics. Five of ten malignant hypertensive pa- 
tients developed clinical signs of heart failure in an 
average disease duration of five years, whereas only one 
nephritic developed congestive failure in a group average 
of eleven years. In these two periods the same degree 
of cardiac enlargement developed in both groups. In 
malignant hypertension the enlargement was primarily 
left ventricular and the aortas were long and tortuous. 
In nephritis the enlargement was globular and suggested 
dilatation. 

Electrocardiographic evidence of hypertensive heart 
disease is usual in malignant hypertension and rare in 


chronic nephritis. All of the malignant hypertensives 
had bizarre ballistocardiograms. This abnormality oc- 
curred in only one nephritic in whom it was associated 
with heart failure. 

The blood pressure of malignant hypertension is 
usually higher, cardiac output is lower, and peripheral 
resistance is greater, indicating more severe peripheral 
vasoconstriction or sclerosis or both as compared, to 
chronic glomerulonephritis. 

The differential diagnosis between terminal malignant 
hypertension and terminal glomerulonephritis can be 
made by detailed study of the heart and -circulation. 
Evidences of advanced heart disease are usual in malig- 
nant hypertension, whereas they are often indistinct or 
absent in nephritis. S. R. TOWNSEND 


Uncontrollable Hemorrhage after Dicoumarol Therapy 
with Autopsy Findings. Shlevin, E. L. and Lederer, 
M.: Ann. Int. Med., 21; 332, 1944. 


A ease is presented in which an uncontrollable dicou- 
marin state was produced. Citrated transfusions were 
only partially and ineffectually successful in combating 
this state. Uncontrollable bleeding due to dicoumarin 
action contributed to the death of this patient. Hemor- 
rhages were found in the meninges, skin, retroperitoneal 
tissues, pelves of kidneys, urinary bladder, stomach and 
duodenum. 

The authors conclude that dicoumarol should not be 


‘administered unless daily blood prothrombin and coagu- 


lation times can be accurately determined, and the 
patient kept under close observation. S. R. TOWNSEND 


Obstetrics and Gynecology 


Analgesia in Labour. Cripps, J. A. R., Hall, B. and 
Haultain, W. F. T.: Brit. M. J., 2: 498, 1944. 


Ninety-one primigravide and 11 multipare were 
studied as to their reaction after administration of 
pethidine (dolantol, demerol) during labour. There was 
no maternal mortality and none of the patients suffered 
any toxic effects from the injections either during labour 
or subsequently. There were no stillbirths in the 103 
babies born. In 22 cases the child did not cry immedi- 
ately on delivery, but responded in a few minutes; in 
only 8 was there no other possible reason for the slight 
oligopnea. None of these babies gave any cause for 
anxiety at birth or later. 

The administration of pethidine would seem definitely 
to have hastened delivery in 33 cases. The clinical ex- 
planation for this effect seemed to be that the ‘‘edge’’ 
was taken off the pains, thus allowing them to be more 
effective and the patient to co-operate more easily in the 
second stage of labour. 

The analgesic effect of pethidine (100 mg.) repeated 
in an hour in some cases, was considered to be good in 
47 cases, satisfactory in 33, poor in 11 and unsatis- 
factory in 11. 

Dr. Haultain investigated in 6 cases the effect of 
premedication with pethidine and hyoscine before 
Cesarean section under local anesthesia. One hundred 
mgm. of pethidine and 1/150 gr. of hyoscine were in- 
jected 45 minutes before the operation and 100 mgm. 
pethidine with 1/450 gr. of hyoscine just before the 
patient was taken into the theatre. The results were 
excellent and he thinks the method should be given an 
extended trial in such cases. Ross MITCHELL 


The Application of the Braxton Hicks Version in 
Modern Obstetrics. Reid, D. E. and Aaberg, M. E.: 
Am. J. Obst. & Gyn., 48: 630, 1944. 


One hundred and ten cases of Braxton Hicks com- 
bined internal and external versions were performed at 
the Boston Lying-in Hospital from 1930 through 1942 
with a gross maternal mortality of 1.8% and a morbidity 
rate of 20.0%. The gross fetal mortality rate was 
78.9% for 57 viable infants; corrected 72.7%. 

Certain modifications in technique were presented 
which in the opinion of the authors will simplify the 
operation and lower the morbidity rate. 
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They recommend the use of the Braxton Hicks bipolar 
version in patients with (1) placenta previa (marginal 
and partial), when the infant has little chance of sur- 
vival; (2) pregnancy toxemias (a) in severe pre- 
eclampsia, when the infant is non-viable or extremely 
premature; (b) in eclampsia, regardless of the infant’s 
condition, except when cephalopelvic disproportion is 
present; (3) transverse presentations, particularly in 
multiparas who have living children; (4) hydramnios 
with fetal monstrosities. Ross MITCHELL 


Intra-Epidermal Carcinoma (Bowen’s Disease) of the 
Vulva (a Report on 2 Cases). Jeffcoate, T. N. A., 
Davie, T. B. and Harrison, C. V.: J. Obst. ¢ Gyn. 
Brit. Emp., 51; 377, 1944. 


The description and illustrations of Paget’s disease 
of the vulva are identical with those of Bowen’s disease. 
We suggest, therefore, that the cases recorded as Paget’s 
disease of the vulva have in fact been cases of Bowen’s 
disease. The only possible exception to this conclusion 
is when the cancer cells have arisen in Bartholin’s duct 
and have invaded the skin. Even so, it is doubtful 
whether such a hypothetical lesion should be termed 
Paget’s disease, which by virtue of tradition and its 
pathogenesis, should be reserved only for the condition 
as it appears on the nipple. Indeed, so far as the vulva 
is concerned there is much to be said for abandoning 
the use of such terms as ‘‘Bowen’s disease’’, and for 
employing the more descriptive intra-epidermal carci- 
noma. 

The factor which determines the confinement of the 
eancerous process within the layers of the squamous 
epithelium of the affected area is as yet a complete 
mystery. The restriction of the spread of cancer cells 
which is imposed by basement or other limiting mem- 
branes of epithelia is well recognized, but in the great 
majority of cancers the powers of such barriers are 
short-lived. Once a break through has occurred, the 
spread of cancer cells along lymphatics and intercellular 
tissue spaces rapidly produces the well-recognized patho- 
logical and clinical features of a cancer. It is arguable 
that every squamous-cell carcinoma of the skin actually 
commences as an intra-epidermal cancer, but only those 
in which the intra-epidermal phase persists for some 
time are entitled to the designation of Bowen’s disease. 
That the intra-epidermal feature is only a phase of un- 
certain and variable (though relatively prolonged) dura- 
tion is shown by the histories of numerous cases of 
Bowen’s disease of the skin of the vulva and of other 
parts of the body. It is the ever-present risk of this 
change in all cases which justifies our advocating com- 
plete excision as soon as it is diagnosed. P. J. KEARNS 


The Control of Staphylococcus Aureus Infections in a 
Maternity Department. Knott, F. A. and Blaikley, 
J. B.: J. Obst. & Gyn. Brit. Emp., 51: 386, 1944. 


The staphylococcus aureus giving rise to epidemic in- 
fections is very frequently introduced by previously 
unsuspected human carriers among either patients or 
staff. Bacteriological recognition of these carriers and 
also of the spread of the microcoeci which they intro- 
duce can to a large extent be achieved by grading the 
staphylococci by cultural methods, the relative simplicity 
of which even if it results in a few unnecessary ex- 
clusions, obviates delay and allows the immediate adop- 
tion of isolation and barrier precautions without which 
outbreaks cannot possibly be brought to an end quickly. 
Particular attention having been drawn to the spread 
of staphylococcus aureus infection in pemphigus neo- 
natorum, the primary importance of hand and other 
forms of direct contact are in this connection specially 
emphasized. So as to prevent or at least greatly reduce 
the chances that invasive staphylococcus aureus will 
gain access to the maternity department, or, having 
entered, result in an epidemic infection, a preventive 
routine is essential. A suggested scheme which has 
worked well for over a year is given in detail. Con- 
tinuous bacteriological control in a maternity department 
far exceeds in value intermittent bacteriological testing, 


_ cases, 


and does not involve a prohibitive amount of work or 
number of exclusions. It is evident that in the design 
of maternity hospitals and departments, provision should 
be made for: (1) a small admission ward or wards for 
the detention of patients until they are shown to be 
bacteriologically ‘‘clean’’ and can be admitted to the 
main wards. (2) Adequate separation or observation 
wards for the segregation of patients who are ‘‘suspect’’ 
bacteriologically, until all organisms present have been 
assessed as harmless. (3) Isolation beds away from the 
main buildings, if possible, for the reception of patients 
shown to be carrying pathogenic organisms, but who are 
seriously septic. (4) Isolation beds for seriously septic 
P. J. KEARNS 


Dermatology 


Lupus Erythematosus (Erythematodes) and Ovarian 
Function: Observations on a Possible Relationship. 
With Report of Six Cases. Rose, E. and Pillsbury, 
D. M.: Ann. Int. Med., 21; 1022, 1944. 


The etiology and pathogenesis of the disease are un- 
known. The morbid anatomy, cutaneous and visceral, 
has been thoroughly described and the classification of 
Urbach and Thomas published in 1939 appears to be 
the simplest and most practical. This divides the types 
into chronic and exacerbated, either of which may be 
discoid or disseminated, and genuine acute (systemic) 
which may be acute or subacute. The chronic discoid 
type is familiar and its systemic manifestations are few 
and slight. Chronic disseminated differs in its wider 
and progressive distribution, and occasionally exhibits 
acute or subacute symptoms. 

In the exacerbated forms acute inflammatory symp- 
toms may appear in the discoid or disseminated lesions, 
and also polymorphic cutaneous and mucosal lesions. 
The acute and subacute systemic manifestations which 
may occur include fever of irregular type, arthralgia, 
adenopathy, anzmia, leukopenia, thrombocytopenia, 
splenomegaly, pleurisy, pericarditis and peritonitis with 
effusion, bronchopneumonia, endocarditis, meningitis, 
acute ulceration of the gastro-intestinal tract and vascu- 
lar lesions in the retina. In the authors’ experience 
glomerulo-nephritis and terminal renal failure are very 
frequent. The atypical endocarditis described by Lib- 
man and Sachs in 1923 is considered by many as a 
part of the clinical picture of systemic erythematodes. 
The pathogenic micro-organisms occasionally appearing 
in blood cultures are regarded as probably secondary or 
terminal invaders. 

In the genuine acute (systemic) form systemic mani- 
festations appear shortly after or even before the cutane- 
ous lesions. The latter are florid and the course of the 
disease may be very rapid. In all types of the disease 
photosensitivity is common and exposure to light may 
precipitate acute forms or exacerbations. The prognosis 
in the acute exacerbated and genuine acute forms is 
very grave, mortality being 100%, and in the subacute 
forms 50%. Remissions and exacerbations occasionally 
delay the termination. 

No effective therapy has yet been found for preven- 
tion or control of these systemic exacerbations. The 
authors have been impressed by the striking frequency 
with which systemic involvement occurs in females 
during the active sexual phase of life. In a group of 
29 patients with acute or subacute manifestations studied 
between 1930 and 1944 females preponderated by more 
than 3 to 1, and in the genuine acute group almost 
6 to 1. Twenty-one of the 22 females were in active 
menstrual life and.most were below 30. All of the 13 
patients having the genuine acute type died. Pre- 
menstrual accentuation of the chronic skin lesions was 
occasionally noted. At first in 6 acute and subacute 
cases intramuscular testosterone propionate was employed 
in large daily doses (25 mgm.). Results were incon- 
clusive. 

The observations on the course of the disease in a 
series of 6 cases following spontaneous or artificial 
menopause are reported in detail. While some of the 
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results were suggestive the results were not conclusive ; 
2 of the cases with acute systemic manifestations died 
of renal failure. Two with chronic discoid lesions of 
the face and no systemic involvement showed no change 
in the cutaneous condition after receiving menopausal 
doses of irradiation; 2 other patients with recurrent 
acute and subacute exacerbations with moderate systemic 
involvement, one of whom was castrated, while the other 
(a woman of 45) underwent a natural menopause, re- 
covered more or less completely. The authors consider 
that factors other than ovarian may have been respon- 
sible in greater or less degree for these results. Neither 
proof of a relationship between ovarian function and 
erythematodes, nor clear-cut evidence of the efficacy of 
castration in controlling the disease has been presented 
by these cases. 

Among methods whereby further evidence relating to 
a possible réle of gonadal function in this disease might 
be adduced the authors suggest study of the androgen- 
cestrogen ratio, the urinary excretion of 17-ketosteroids 
and of pituitary gonadotropic hormones in patients of 
both sexes during exacerbations and remissions; and the 
histological study and correlation of changes found in 
the gonads and other endocrine organs of patients with 
erythematodes coming to necropsy. The demonstration 
of a decreased androgen-estrogen ratio, or an increase 
in pituitary gonadotropin in males with systemic involve- 
ment might be considered as evidence supporting the 
réle of estrogens in the pathogenesis of erythematodes. 
In a single case of a young male during an acute sys- 
temic exacerbation the findings indicated a probable 
reduction in androgen-estrogen ratio with increase in 
gonadotropic pituitary activity. D. E. H. CLEVELAND 


Radiology 


Radiological Aspects of Gall-Bladder Disease. Sosman, 
M. C.: New England J. Med., 231: 786, 1944. 


This article is too comprehensive to be abstracted 
with justice. The subject of cholecystography is covered 
in an unusually thorough manner, emphasis being laid 
on the necessity of attention to details and a rigid, 
precise technique. These two factors, combined with 
adequate knowledge of interpretation, will produce 99% 
accurate results as compared with pathological findings. 
A new chemical (priodax; dikol), not related to tetra- 
iodophenolphthalein, is superior to the latter for oral 
use as it produces a better shadow and is much less 
likely to cause gastro-intestinal upset. 

Preparation of the patient, technique of examination, 
interpretation of results and errors of interpretation are 
discussed in detail. This article should be read by any 
physician who directly, or indirectly, is concerned with 
cholecystography. NORMAN S. SKINNER 


Neurology and Psychiatry 


Prolonged Disturbances of Consciousness following 
Head Injury. Moore, B. E. and Ruesch, J.: New 
England J. Med., 230: 445, 1944. 


The material presented in this study consists of the 
data obtained from the various medical, neurological and 
psychological examinations of 39 patients who presented 
disturbances of consciousness, such as coma, semicoma, 
confusion, delirium, stupor, drowsiness and dysphasia, 
lasting longer than seventy-two hours after injury to the 
head. These patients represent approximately 8% of all 
eases with head trauma admitted to the Boston City 
Hospital during a 6-month period. A high incidence of 
abnormal findings, such as an altered electroencephalo- 
gram, skull fracture, bloody spinal fluid under increased 
pressure and Babinski’s sign, gave evidence that pro- 
longed mental confusion is associated with severe brain 
damage. Important changes in vital signs were present 
in only half the cases and appeared to be independent 
of the presence and duration of confusion. The dura- 
tion of the period of disorientation was prolonged by 
advancing age and by alcoholism. Ability to speak re- 


turned on an average within the first day. The first 
response to simple psychological tests appeared during 
the second week, before correct orientation in place, 
situation and time, which returned in that order. Drowsi- 
ness and restlessness held no fixed place in the order 
of recovery, and appear to be independent. of the course 
of recovery of intellectual function. Gross intellectual 
defect persisted for 6 months in 31% of the series, and 
in every case was preceded by a period of confusion 
lasting longer than 19 days. The duration of disorienta- 
tion proved to be one of the most reliable and easily 
obtainable criteria of the seriousness of mental prog- 
nosis. The total duration of post-traumatic amnesia is 
directly related to the period of disorientation and thus 
has equal value, but is available only later and is then 
a purely subjective quantity. FRANK TURNBULL 


Repair of Cranial Defects with Tantalum. Robertson, 
R. C. L.: Neurosurg., 1: 227, 1944. 


Tantalum is an element, a heavy metal with a density 
of 16.6 (about twice that of steel). It reacts only to 
strong alkalies, hydrofluoric acid, and concentrated or 
fuming sulphuric acid at ordinary temperatures. It is 
virtually non-magnetic and is very high in the EMF 
series. These attributes obviate the ‘‘storage-battery 
effect ’* frequently found in alloys when placed in tissues. 
Its chemical inertia obviates reactions to body fluids. 
Tantalum is workable when cold but cannot be cast. 
Strength and thermal conductivity are approximately 
that of steel. The coefficient of expansion of tantalum 
is 50% that of steel, 40% that of copper and 30% that 
of silver. Its workability makes it ‘‘adaptable to the 
situations’’ in contrast to stock or specially cast metal 
replacements. In the range of body temperature, changes 
in size of the metal are insignificant. Two methods of 
cranioplasty with tantalum have been used. One is a 
two-stage operation, the other a one-stage procedure. 
In the former, the bed for the plate is prepared by 
mortising the periphery of the bone defect. A shelf 
is made in the outer table by chisel, or burr, 2 to 3 mm. 
beyond the limit of the defect. An impression of the 
defect, and details of the margin of bone, is obtained 
with ordinary dental impression compound. A wax 
model is made duplicating the contour of the portion of 
the skull to be replaced. From this positive, a die and 
counter die are made of either calcar, or zine and lead 
to swage the metal to conform to size, shape and contour 
of the missing bone. At secondary operation, the plate 
is merely placed into the previously prepared bed and 
fixed in position. The more frequent, and highly satis- 
factory method, is a one-stage procedure. The bed is 
prepared as described above. The approximate size 
segment of tantalum is moulded by bending and shaping, 
or more frequently by ‘‘beating’’ to contour. Then the 
exact outline is cut with heavy scissors to conform to 
the outline of the mortised defect. By this method, done 
at primary operation, it has been possible in several of 
the cases to omit the precaution of fixing the plate into 
position. Moulage, or other type of impression, can be 
made of the cranial defect before operation. Contour 
and approximate size and shape of the replacement can 
thus be formed preoperatively. Fixation of the tantalum 
replacement may be accomplished by wire suture passing 
through the edge of the plate and through the adjacent 
bone. In several instances, we used small triangular 
trimmings of the tantalum sheet, utilizing the principle 
of glazier’s points. These points are driven into the 
diploic space about the margin of the defect in the 
same manner that a glazier immobilizes a glass window 
pane before applying putty about its border. A series 
of 26 cases of tantalum cranioplasty in service men has 
been done. All cases have been gratifying in the ease 
with which the cranial repair has been made, the effi- 
ciency of the repair and cosmetic results. Fourteen of 
the 26 cases were simple or compound depressed frac- 
tures of the skull. Routine treatment of acute cranial 
trauma was followed by immediate repair of the skull 
defect. However, some of the patients had initial care 
at other Army hospitals. In these cases, indication for 
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operation was the presence of a cranial defect that 
gave rise to a feeling of insecurity in the patient or 
was objectionable from a cosmetic point of view. Con- 
tinued localizing symptoms, post-traumatic syndrome, or 
cortico-meningeal cicatrix with depressed fracture were 
considered indications for operation. FRANK TURNBULL 


Use of Drugs in the Treatment of Traumatic War 
Neuroses. Heath, R. G.: Am. J. Psychiat., 101: 365, 
1944, 


The authors state that there are three principal 
methods of dealing with the pathology and symptom- 
atology of traumatic war neurosis with drugs. The use 
of sedatives to secure rest, the use of intravenous bar- 
biturates to promote mental catharsis, thereby assisting 
in the recall of a suppressed episode, and the use of 
drugs acting directly on the autonomic nervous system. 
Reference is made to the physiological changes resulting 
from fear and which play a major réle in the persistence 
of the battle reaction. These changes increase irrita- 
bility and result in exaggeration of the effects of both 
internal and external stimuli. Drug therapy in order 
to be successful must break this cycle. Sedatives by 
depressing the central nervous system and thereby pro- 
ducing sleep are effective in shutting out external 
stimuli. 


A description is given of the use of ergotamine 
tartrate in 60 typical cases of battle reaction. The drug 
is usually administered orally, 3 mgm. for the first dose, 
then 2 mgm. every three hours (during waking hours) 
for ten days. The dose hypodermically is 0.25 to 0.50 
mgm. By this route the drug is more efficacious and 
acts faster. In the more severe cases a hypodermic dose 
is administered along with the first oral dose. Results 
thus far have been quite promising. Some control over 
the effect of suggestion was possible because many pa- 
tients had previously been given % grain tablets of 
phenobarbital. The ergotamine tablets closely resembled 
phenobarbital, and most of the men thought the same 
medication was being continued. However, within two 
or three days on the ergotamine, they reported that they 
were calmer, stronger, more at ease, no longer drowsy 
and had improved appetites. If given hypodermically 
the acute anxiety attack is quickly combated. With 
ergotamine and psychotherapy there was\a reduction of 
autonomic over-activity and a more rapid unconditioning 
of the traumatic experience. BARUCH SILVERMAN 


Acute Alcoholism Treated with Insulin. Tillim, S. J.: 
Am. J. Psychiat., 101: 396, 1944. 


Of four cases of acute alcoholism in military per- 
sonnel who were treated with insulin and recovered 
rapidly, the initial dose of insulin was determined as 
an amount which would produce in 1 to 1% hours, 
somnolence, thirst and diaphoresis. Amounts chosen by 
the author varied from 40 to 80 units. When the 
initial dose is insufficient, as observed at the end of one 
hour, an additional amount is given. The secondary 
dose may be given intravenously, which has a shorter 
reaction time, and is of no extra risk to the patient after 
the tolerance to insulin is known. If the initial dose 
should be excessive, as evidenced by an overwhelming 
reaction, ‘‘fractional’’ neutralization is utilized until 
the desired effect is obtained. This is accomplished by 
repeated intravenous injections of 5 to 10 grams of 
glucose, or drinks of 4 to 6 ounces of sweetened fruit 
juice. The time allowed for a treatment is usually 21%4 
hours, occasionally 3 hours. The individual treatments 
are terminated by the oral administration of about 8 
ounces of fruit juice which contains an additional ounce 
of sugar. The patient is then still hungry and enjoys 
the substantial meal which follows. 

The number of these treatments varies with the 
individual case; one may be sufficient, some may require 
two, three or four, perhaps more than one treatment in 
the first 24 hours, as is often the requirement for addicts. 
Emphasis is placed on the fact that there is no hurry 





to neutralize the insulin reaction, and that relatively 
large initial doses of insulin can be used. After re- 
viewing some of the recent literature on this subject 
the author concludes that insulin therapy has proved 
superior to other available methods for acute alcoholism. 
It shortens the period of disability and is highly accept- 
able to the patients. BARUCH SILVERMAN 


Hygiene and Public Health 


Gonorrhea Management — Criteria for Management. 
Lade, J. H.: Am. J. Pub. Health, 34: 974, 1944. 


The author is of the opinion that gonorrhea is 
recognized less frequently in the female than in the male 
and cites as evidence the fact that it is reported four 
times as often in the male. The well known difficulty 
of diagnosis in the female is discussed. 


Actually one of the best methods of diagnosis in the 
female is her ability to infect the male. Acting on this 
hypothesis the New York State Department of Health 
now distributes sulfathiazole to physicians for use in 
the case of women who have had sexual contact with 
a male who develops gonorrhea within a week of such 
contact or when (1) the woman named as a contact 
admits her exposure, or (2) any woman is named by 
more than one patient in whom a diagnosis of gonor- 
rhea has been made, or (3) any woman named as a 
contact who has physical findings suggestive of the dis- 
ease, although laboratory findings are negative. 


‘‘Tt is not suggested that a diagnosis of gonorrhea 
be made upon these bases, but that treatment is indi- 
cated as the safest course of action, in view of the in- 
frequency of reactions to the drug in the recommended 
doses. ’’ FRANK G, PEDLEY 


Proposed Report on the Educational Qualifications of 
School Physicians. Am. J. Pub. Health, 34: 977, 
1944, 


This is the report of the Committee on Professional 
Education of the American Public Health Association. 
The duties and functions of the school physician are 
enumerated as follows: (1) periodic medical examination 
of children; (2) professional consultation in health 
education; (3) responsibility for the prevention and 
control of communicable diseases in the school; (4) 
school safety and safety education; (5) directing 
teachers and school nurses in systematic and continuous 
observation of the health of pupils; (6) selecting pupils 
for special educational programs; (7) general super- 
vision of sanitation and other environmental health 
factors within the school buildings and grounds; (8) 
medical advice to school authorities on mental and emo- 
tional health influences; (9) professional advice in the 
field of teacher’s health; (10) administrative functions; 
(11) responsibility to the school system and the com- 
munity for integrating the school health program into 
the public health program of the community. 

Two classifications of school physicians are given: 
(1) Director, Deputy, or Assistant Director of School 
Health. (2) School Medical Advisers. 

Class 1. Directors or Deputy Directors are presum- 
ably full time physicians who have administrative func- 
tions. They are essentially career men and should 
possess special training both in education and public 
health. Pediatric training is necessary to a well qual- 
ified Director in addition to public health qualifications. 
On the educational side he should have knowledge of 
the philosophy of education, an understanding of school 
procedures and organization, educational psychology, ete. 

Class 2. The School Medical Adviser is not ordinarily 
a full-time career worker. He is commonly also a prac- 
titioner. Although qualification in public health is de- 
sirable, it is recognized that this may not be obtainable. 
Tt is believed that special training and experience in 
pediatrics and internal medicine is rather basic to 
qualification in this field. FRANK G. PEDLEY 
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Aplastic Anemia Following Trinitrotoluene Exposure: 
a Report of Three Cases. Eddy, J. H.: J. dm. M. 
Ass., 125: 1169, 1944. 


Four important conditions have been associated with 
TNT exposure: (1) dermatosis; (2) gastro-intestinal 
complaints sometimes simulating peptic ulcer; (3) 
hepatitis, and (4) aplastic anemia. This report con- 
cerns 3 fatal cases of aplastic anemia in munition 
workers exposed to a moderate degree to TNT. 

The first case had been employed in the shipping room 
of a bomb line for ‘‘several months’’, the second in a 
bomb line cooling bay for 4 months and the third was 
a sweeper in the bomb line cooling bay for 2 months. 
The short, exposure of the 3 is in line with the general 
view that high susceptibility is an important factor in 
toxic reactions to TNT and that employees exposed for 
more than 6 months to TNT without toxic effects are 
unlikely to suffer dangerous consequences. 

In the first two cases the reaction of the hematopoietic 
system was profound; there was progressive decline in 
red and white cells and hemoglobin and a marked 
lymphocytosis. The lowest red cell count was 650,000 
and white cells 250. The progressive decline occurred 
in spite of repeated transfusions. The third case was 
not so typical in that the red cells and hemoglobin 
were up to almost normal levels. The white cells dropped 
to 200, however, 94% of which were lymphocytes. An 
interesting and rather disturbing fact is that all 3 men 
were under regular 3-weekly inspections which included, 
among other things, an estimation of hemoglobin. 

Tests of the air in the work places of the 3 men 
showed no TNT in the work room of the first man. The 
air in the work room of the other two showed concentra- 
tions of from 1 to 3.5 mgm. per cubic metre (accepted 
maximum allowable concentration 1.5 mgm. per cubic 
metre). FRANK G. PEDLEY 


Medical Service in Industry. Kehoe, R. A.: Bull. Am. 
Coll. Surg., 29: 190, 1944. 


The main purposes of industrial medical service are 
promoting the health of industrial workers, reducing the 
economic losses of wage earners and employers, and 
studying the basic environmental conditions together 
with the workmen’s reactions. Problems and responsi- 
bilities have been intensified during the present war 
and the work of the industrial physician has many 
phases. 

The question of proper professional procedure per- 
tains to all forms of medical examination. Criticism 
may justly be made of the pre-employment examination 
as carried out in some of the larger war time plants 
where the doctor spends but a few minutes with each 
person. Careful study of the individual is essential 
when arriving at any medical conclusion. At all times 
mutual respect and good faith must be maintained be- 
tween a doctor and those under his care. Of equal im- 
portance is the careful study of the plant environment 
through inspections of plant processes carried out con- 
jointly with the plant engineer. The measures of con- 
trol of environmental conditions are largely engineering 
problems but the test of their adequacy is a medical 
matter. 

The increasing number of industrial hazards of the 
chemical industry has greatly augmented the task of 
the industrial doctor. He must recognize these condi- 
tions in their early stage, carry on simultaneous clinical 
investigation, and devise means for preventing illness 
and disability. He must keep well informed on these 
matters and be prepared to advise other physicians who 
may consult him. 

Reference is made also to other problems of the war 
and post-war period, such as absenteeism, the employ- 
ment of large numbers of women in industry, the em- 
ployment of physically handicapped persons and their 
absorption into suitable jobs, and the reinstatement of 
disabled war veterans. MARGARET H. WILTON 
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Medical Officers killed in action or died on active 
service overseas, reported in January: 


Captain ALLEYN, Charles Hector, Quebec. 

Captain DICKSON, Harry Edward, Swift Current, 
Sask. 

Captain GREIG, John William Acheson, Bridge- 
water, N.S. 

Lieutenant-Colonel HAY, Arthur Wesley Stanley, 
Winnipeg, Man. (see extended obituary). 


Captain MANDEL, Jacob Barney, Saskatoon, 
Sask. 


Captain MeDIARMID, John Menzies, New West- 
minster, B.C. 


Captain McFADDEN, John Albert, Dauphin, Man. 
Captain SANDERSON, Charles Graham, Toronto. 
Captain SPAFFORD, William Bruce, Toronto. 

Captain WEINGARTEN, Irving Percival, Toronto. 


Dr. George Arthur Beldon Addy died at his home 
in Rothesay, N.B., on January 19, after a week’s ill- 
ness of pneumonia. Dr. Addy, the son of Dr. H. G. 
Addy, was born in Saint John January 25, 1869. 
Educated in Saint John schools, he graduated in medi- 
cine from McGill. He practised in Saint John for 45 
years, retiring in 1935. His postgraduate studies 
were made in Canada, United States and Europe. 
Dr. Addy was Fellow of the American College of 
Surgeons and a Regent of the American College of 
Surgeons from 1927 to 1933. He was also a Fellow 
of the Royal College of Surgeons of Canada. He was 
at various times President of the Saint John Medical 
Society, New Brunswick Medical Society and the 
Canadian Medical Association-and an officer for years 
of the Medical Council of New Brunswick. 

Dr. Addy’s association with the Saint John Gen- 
eral Hospital was continuous throughout his medical 
career. He served the hospital as intern, super- 
intendent, bacteriologist, pathologist, junior and senior 
surgeon, chief surgeon and finally as commissioner on 
the board of government. He was a past president of 
St. George’s Society of which he long was a member. 

George or ‘‘G.A.B.’’ was known as a friend to 
medical men from Glace Bay to Victoria and to many 
in the States and Great Britain. He was a doctors’ 
doctor and a“man’s man. He was bluff, good hearted, 
a special friend to young doctors, many of whom he 
aided in their careers, and a good citizen. He was 
gifted with a pleasant personality and a bedside man- 
ner of real value to his patients. As a host he was 
most happy and his philanthropies were many and 
mostly hidden. His surgical adeptness was too well 
known to need repetition here. His patients will long 
remember his ministrations for their benefit but he 
will be chiefly mourned by the generations of doctors 
who knew him, worked with him and benefited by his 
example and advice. He is survived by his widow. 
and several brothers and sisters. 

A. 8. KIRKLAND 


Dr. Andrew William Argue, aged 82, president of 
the Medical Council of Canada, and registrar of the 
College of Physicians and Surgeons of Saskatchewan, 
from 1940 until 1944, died on February 5, in the hos- 
pital at Regina. Dr. Argue had been ill since October 
last, and had been a patient in the hospital at, Win- 
nipeg previous to going to Regina. 

Born at Stittsville, Ontario, in 1862, he entered 
Manitoba University in 1893, where he received his 
medical degree in 1897. He was registered in the 
North West Territories in 1897, and entered practice 
at Grenfell. He represented Grenfell in the first Legis- 
lature following the formation of the Province of 
Saskatchewan in 1905. : 
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overseas service. He was president of the Medical 
Council of Canada for the 1944-45 term. 

He was made a life member of the College of Physi- 
cians and Surgeons in 1937, and a life member of the 
Canadian Medical Association in 1938. He was a 
member of the Board of Governors of the University 
of Saskatchewan. 

He is survived by four daughters, Mrs. C. H. Sim- 
kinson, Trail, B.C.; Miss Beth Argue, Regina; Section 
Officer Olive Wilson, R.C.A.F., who returned recently 
from overseas service, and Section Officer Mary Argue, 
Toronto. Mrs. Argue died in 1933. 





Dr. A. W. Bagnall 


AN APPRECIATION 


A brief notice of the death of Dr. A. W. Bagnall 
appeared in our columns in January. The following 
is written as a somewhat more adequate appreciation 
of a man who, in his lifetime as a practitioner of 
medicine, found time to be, not only a good physician, 
and he was primarily that at all times, but also some- 
thing more. He was not content merely to do his 
work: he sought further opportunities of constructive 
activity. An aphorism attributed to Confucius (one 
rather hesitates to say this, in view of the widespread 
tendency to blame everything on this seer) says: ‘‘It 
is better to light a small candle than to curse the 
darkness’’. Bagnall lighted his candle without a 
doubt, and his attitude towards darkness was always 
an attempt to light another candle. 

It was characteristic of him that the source of light 
to which he instinctively resorted was the library. 
Bagnall had thoroughly grasped the lesson that Osler 
strove so hard to teach—that the first fundamental 
of life for the practising medical man was a really 
good library. With this principle firmly embedded 
in him, our friend, from the beginning of his career 
in Vancouver, attached himself to the library of the 


Medical Association of that city, and soon became one- 


of the main forces in its development and growth. 
Vancouver today possesses a very fine medical library, 
with a large number of journals and current publica- 
tions, and an excellently chosen stock of books—and 
it is not too much to say, in fact, it is the expressed 
opinion of the Library Committee, that this is chiefly 
due to Bagnall’s tireless and meticulously careful 
work. He was never out of the library—he watched 
the intake of books constantly—he badgered spe- 
cialists and those with special knowledge, about every 
new book, every new publication, till he obtained 
proof that the new aspirant for our shelves was worthy 
of a place. He was careful to the point of cranki- 
ness, and hard to please, and he would fight for or 
against a book, according to his considered judgment 
of its merits, with unswerving determination. His 
judgment was nearly always the result of careful con- 
sultation with many other men, together with a most 
careful examination on his own part. 

Nor did he stop there. The intern’s library at the 
Vancouver General Hospital owes its existence almost 
entirely to Bagnall, who was consulted about its forma- 
tion, and who threw himself con amore into the choice 
and purchase of books. As a result, it is an admir- 
ably useful working library, with a good list of stand- 
ard books and journals. 

He had a good deal, too, to do with a system that 
obtains in our Association’s library, by which books 
may be borrowed by any medical man practising in 
British Columbia. The book is sent gladly to the 
doctor in question, and this has proved very valuable 
to men in the more remote sections of the Province. 

The Vancouver Medical Association owes a great 
debt of gratitude to Bagnall, and a plan is on foot 
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A member of the. Council of the College of Physi- 
cians and Surgeons since it was first organized in 1909, 
Dr. Argue was twice its president. In 1940 he became 
its registrar, with offices in the Birks Building, during 
the absence of Colonel J. G. K. Lindsay, O.B.E., on 


to do something toward its discharge, and to recognize 
his work. A memorial fund is being planned, the 
Bagnall Memorial Fund. It will be connected with 
the Library, as is fitting, and will serve to keep alight 
in our midst a memorial lamp to our friend’s memory. 
No man deserves it better. Modest, unassuming, un- 
assertive, he did much for us without any question of 
recognition or reward, and his work was good. 

Other things might be said of Dr. Bagnall’s work 
as a medical man. He was a pioneer in work on 
arthritis and rheumatic diseases. Coming to Vancouver 
in 1911, he early specialized in internal medicine, and 
his special field was rheumatism and arthritis. He 
was one of the first men in Canada to employ gold 
therapy in arthritis, and he worked at this with the 
greatest care and attention to detail, being asked to 
give a paper on the subject before one of the annual 
meetings of the Canadian Medical Association. He 
was greatly interested, too, as one would suppose from 
the above, in heart disease. 

Bagnall was born in Prince Edward Island in 1881. 
He graduated at Tuft’s Medical School in 1906 and 
came to Calgary in 1907 and to Vancouver in 1911, 
where he remained till his death in 1944, except for 
an interlude from 1915-18, which he spent in the 
C.A.M.C., being in England and France (in the front 
line most of the time). He probably did the same 
excellent work there as at home, but never was known 
to mention it. 

He was married twice: but both his wives pre- 
deceased him. He leaves one son, Arthur, now on 
active service in the R.C.A.M.C., and a graduate in 
medicine of Toronto. J.H.M. 





Rev. John Buchanan, M.D., 85 years old, a mis- 
sionary in India for 50 years and a former Moderator 
of the General Assembly of the Presbyterian Church 
in Canada, died in Indor, India, on January 30. 


Although retired for several years, Dr. Buchanan 
still resided in India and made his home at Toran 
Mal in the hills near Amkhut. Dr. Buchanan’s dis- 
tinguished service won recognition in 1913, when he 
was decorated by the British Government with the 
Kaiser-i-Hind Medal, awarded for conspicuous services, 
involving courage and sacrifice during the Banswana- 
Bhil rebellion. He was also awarded the King’s 
Jubilee Medical in 1935. Born in Oxford County, Ont., 
Dr. Buchanan attended Brantford Collegiate, graduat- 
ing in arts from Queen’s University in 1885 and re- 
ceiving the degree of Doctor of Divinity two years 
later. He graduated in medicine in 1888 from the 
University of Vermont, Burlington, Vt., and took post- 
graduate work in New York. 


Dr. Buchanan first went to India as a missionary 
under the auspices of the Presbyterian Church in 1888 
and was a pioneer missionary to the tribe of Bhils. 
In the early days of his service, while in charge of 
the mission at Uijain, he built a hospital with funds 
supplied by his father. 


While on furlough in 1928 Dr. Buchanan was elected 
Moderator of the General Assembly of the Presby- 
terian Church in Canada. A year later he was the 
victim of a motor accident in Toronto, both legs 
being broken. Notwithstanding this handicap, he 
returned to active service in India in 1930. 

Dr. Buchanan’s wife, formerly Dr. Mary Christina 
Been, of Stellarton, N.S., who also engaged for many 
years in medical missionary service in India, died in 
1938. Surviving are two daughters: Ruth, engaged in 
eae welfare work in India, and Edith, a nurse in 
ndia. 





Dr. Benjamin J. Dash, of Hillsboro, died at his home 
there on January 14. Dr. Dash was a native of the 
British West Indies. He had practised in New Bruns- 
wick for 40 years. He was a graduate in Medicine 
of Queen’s University, a veteran of the first great 
war. He was 69 years of age at the time of his death. 
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Dr. Edgar Chester Dixon, aged 66, for 30 years 
a medical practitioner in downtown Toronto, died on 
January 24 at his Glenrose Ave. home, following a 
long illness. Son of the late John Dixon, carriage 
builder at Bay and Temperance Sts., Dr. Dixon was 
born in Toronto and graduated from Trinity Medical 
College in 1903. For 17 years he was on the staff 
of St. Michael’s Hospital and for 25 years was medical 
adviser to the T. Eaton Co. Ltd. He retired five years 
ago. 

a was a member of the Granite Club, the Royal 
Canadian Yacht Club, University Lodge, A.F. & A.M., 
and was a former member of Thornhill Golf Club. His 
widow and two sisters, Miss Elizabeth Dixon, Toronto, 
and Mrs. Mostyn Cutcliffe, Brantford, survive. 


Dr. James Franckum. We have also to report the 
death of Dr. Franckum, of Blaine, Washington. Dr. 
Franckum was equally busy on the Canadian side of 
the line as Blaine is at the border, and was originally 
a Canadian practitioner. He graduated from Bishop’s 
College, Que., in 1905. 


Dr. W. J. Hanna, of Fort Frances, Ontario, died on 
December 25 last. He was born in 1870 and studied 
medicine at Trinity University, graduating in 1898. 


Lieut.-Col. Arthur Wesley Stanley Hay, R.C.A.M.C., 
died in England December 31, 1944, of acute hepatitis, 
after a few days’ illness. 

Born in Smith’s Falls, Ont., in 1902, he was edu- 
eated at Swift Current, Sask. After four years’ serv- 
ice in a bank, he entered Manitoba Medical College 
graduating in 1928 with the gold medal for the highest 
standing in the course and the gold medal in surgery. 
He entered the Maclean-Thorlakson clinic and two 
years later went overseas for postgraduate study. 
After obtaining the F.R.C.S., Edinburgh, degree he re- 
turned to Winnipeg in 1931 and resumed his connec- 
tion with the clinic. 

In the next ten years he became a member of the 
honorary attending staff in surgery of the Winnipeg 
General and Children’s Hospitals and lecturer in sur- 
gery in the University of Manitoba. He was also a 
Fellow of the Royal College of Surgeons of Canada, 
and published several articles in medical journals, 
both alone and in collaboration with Dr. P. H. T. 
Thorlakson. His paper on ‘‘Surgery of the aged’’ 
gained much favourable notice. 

In 1941 Dr. Hay enlisted in the R.C.A.M.C. and was 
soon sent to Petawawa in charge of surgery. He went 
overseas in July, 1943, and became chief of surgery in 
No. 22 Canadian General Hospital. 

‘“Art’’ Hay was a general favourite because of his 
friendliness, fine character and keen joy of living. 
Already he had made his mark as a man, and but for 
his untimely death would have won national reputation 
as a surgeon. We can ill spare such men and Manitoba 
is the poorer for his passing. He is survived by his 
widow and three young children, two sons and a 
daughter. Ross MITCHELL 


Dr. W. J. Kerfoot, Prescott, Ontario, who died on 
December 26 was a graduate in medicine, Toronto, 
1903. He was born in 1876. 


Dr. A. Lawson, Victoria, B.C., died on January 29. 
He took his medical training at Trinity, graduating in 
1887. 


Dr. S. Mortimer Lyon, aged 67, who had practiced 
in Toronto for 37 years, died on February 3 at his 
home. 

Dr. Lyon had been on the staff of the Toronto 
General Hospital for some years. Born at Barrie, 
where he received his early education, he later gradu- 
ated from the Toronto School of Pharmacy. He 
graduated from Trinity Medical College in 1904 with 
the degrees of M.D. and C.M., and took postgraduate 


study in Dublin, Edinburgh and London, England. Re- 
turning to America, he continued postgraduate work 
at Bellevue Hospital and the Brooklyn Eye and Ear 
Hospital, New York. Dr. Lyon established a practice 
in Toronto in 1907. 

He was an associate of the Department of Ophthal- 
mology, University of Toronto; a Fellow of the Ameri- 
ean College of Surgery; member of the American Board 
of Ophthalmology, the Rosedale Golf Club, the York 
Club, the Asculapian Club, and the Timothy Eaton 
Memorial Church. 

Surviving are his widow, Ada Millichamp Lyon; 
two daughters, Mrs. H. P. Martin, in England, and 
Mrs. K. G. Southam, Tofonto; three sons, Lieut. Hugh 


_ Lyon, with the R.C.E.M.E., Toronto; Fit.-Lieut. Peter 


Lyon, R.C.A.F., returned after service overseas, and 
Mortimer Lyon, Toronto, and a brother, O. T. Lyon, 
Toronto. 


Dr. Bernard Thomas McGhie, Deputy Health Min- 
ister for Ontario, died on January 20 after an illness 
which became serious last November. Dr. McGhie was 
56. His death occurred at the home of his brother, 
Dr. A. G. MeGhie, Aldershot. 

Dr. MeGhie was born in Elgin, Leeds County, in 
1889 and graduated from Queen’s University in 1916. 
He served overseas in the first great war as a captain 
in the medical corps. 


He came first to the Provincial service when he 
assumed the post of superintendent of the Orillia 
(Mental) Hospital, leaving an executive position with 
the Westminster Hospital at London, Ont., a Federal 
mental institution. Soon afterward he became director 
of all the mental hospitals in the Provincial service, 
these institutions being then under the jurisdiction 
of the Provincial Secretary’s Department. 


When the Department of Health assumed a closer 
direction of the hospitals, Dr. McGhie was transferred 
to that department as director of hospitals, and in 1935 
he became Deputy Minister of Health and Hospitals, 
assuming the dual réle of continuing his direction of 
hospitals in addition to taking on the administration 
of the steadily expanding Department of Health. 


During most of this time he was an active member 
of the National Psychiatric Association (United 
States) and had held several offices of that body. 
He relinquished this interest, however, at the expira- 
tion of his last term of office a few weeks ago on 
account of ill health. 


His last post of prominence was the presidency, 
during the past year, of the Canadian Public Health 
Association, an organization which his zeal and support 
had contributed greatly, officials stated, in creating 
and widening. 


Dr. McGhie is survived by his widow, the former 
Myrtle Avery; three sons, Gordon McGhie, of Mark- 
ham, LAC. Arthur McGhie, R.C.A.F., overseas, and 
Pte. George McGhie, in Canada; a daughter, Mrs. 
Robert Tamblyn, of Toronto; his mother, Mrs. B. A. 
McGhie, of Elgin; his brother, Dr. McGhie, of Alder- 
shot, and a sister, Mrs. Charles W. Houghton, of 
Ancaster. f 


Dr. G. F. B. Moffat, aged 47, of Kalamazoo, Mich., 
died on January 3. He had received his medical train- 
ing at the University of Toronto in 1923. 


Dr. Frank C. Neal, aged 67, died suddenly at his 
home in Peterborough on January 18 while examining 
a patient. 


Born in Brussels, Dr. Neal was a graduate of 
Toronto University and did postgraduate work in 
London, Eng. He was a Fellow of the Radiological 
Society of North America. He practiced 40 years in 
Peterborough. . 


He is survived by his widow, the former Bertha 
Reycraft, and one son, Allen Neal, of Baltimore. 
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Dr. Charles Newell, Toronto, Ont., died on military 
service, on January 23. He was born in 1885 and 
received his medical education at the University of 
Toronto, graduating in 1915. 





Dr. Martin Powers, aged 72, former chief coroner 
for the counties of Prescott and Russell, died at Rock- 
land, Ont., on February 5. He graduated from McGill 
University in medicine in 1898. 





Dr. F. R. Sargent, of Sydenham, Ont., died on 
November 14, 1944, in his 62nd year. He was born in 
1883 and graduated from Queen’s University in 1908. 





Dr. Charles Schlichter, aged 67, for 14 years a 
member of the medical staff of Christie Street Hos- 
pital, died in hospital on February 3 after three 
months’ illness. He had been retired for several 
years. 

A veteran of the first great war, Dr. Schlichter 
served overseas with the R.C.A.M.C., from 1916 to 
1918. Born in Oxford County, he received his early 
education at Albert College, Belleville, and graduated 
in medicine from the University of Toronto. Before 
the first great war, he practiced medicine in British 
Columbia and was associated with missionary work 
of the former Methodist Church. After the war he 
took up residence in Toronto and was a member of 
the Bathurst United Church. 

Surviving are four daughters, Mrs. Charles Mul- 
veney, Mrs. Clarence Stiles, Mrs. Earl Hogean and 
Mrs. Rene Gosselin, and two sons, Karl and Delbert 
Schlichter. 





Dr. Robert Mills Simpson died in Ottawa on Febru- 
ary 2 at the age of 80. Born in Carleton Place, Ont., 
he came west in 1883 and settled near Marquette. 
After teaching school for a year he entered the second 
elass in the newly formed Manitoba Medical College 
graduating in 1887. Two years were spent in practice 
at Great Falls, Montana, and St. Paul, Minn., and then 
he studied for another two years in English hospitals. 
Returning to Winnipeg he became successively pro- 
fessor of materia medica and therapeutics, of medicine, 
and of gynecology. In 1927 he retired with the rank 
of emeritus professor of gyxecology. For many years 
he was chief surgeon to the Hudson’s Bay Company 
and surgeon to the Canadian Northern Railway. In 
1911 he was chairman of the Manitoba Board of 
Health and president of the American Public Health 
Association which met in Winnipeg that year. 

As chairman of the Board of Health he was one of 
the founders of the Manitoba Sanatorium in Ninette 
in 1910 and was first chairman of the Sanatorium 
Board. 
thirty years. 

For eight years he was president of the Conserva- 
tive Association of Winnipeg and later was treasurer 
of the association. In 1915 he enlisted as a lieutenant 
in the Canadian Army Medical Corps and for a time 
commanded No. 1 Canadian General Hospital at 
Etaples, France. Following this he became D.D.M.S. 
Canadian Corps. In 1918 he was appointed colonel 
and in 1919 he returned to civilian life. During his 
service he received the D.S.0., C.B.E., and was three 
times mentioned in despatches. He is survived by 
his only son Peter, of Toronto. 





Dr. Roy W. Simpson, aged 48, one of Toronto’s 
most prominent pediatricians, died at Toronto Gen- 
eral Hospital on February 5. He had been ill for some 
time with a heart condition. 

Tribute was paid Dr. Simpson in November, 1943, 
when a large group of parents of children whom he 
had treated, and one-time patients, endowed a scholar- 
ship in pediatrics in his honour at University of 
Toronto. The Dr. Roy Simpson Scholarship is awarded 
annually. Dr. Simpson was born in Dufferin County 
and graduated in medicine from the University of 


He was a member of the board for almost . 


Toronto in 1918. For a time he was a clinical assistant 
and later a member of Dr. Alan Brown’s staff at the 
Hospital for Sick Children. He was also a member 
of the staff of the Pediatric Department of the Uni- 
versity of Toronto Medical Faculty. Dr. Simpson had 
an extensive private practice and was a contributor 
of many articles for medical journals. 

Dr. Simpson was an Anglican. He was a member of 
the Academy of Medicine, the Caduceus Club and the 
York Downs Golf Club. 

Surviving are his widow, Elizabeth Wheaton 
Simpson; two daughters, Jessie M. Simpson, a student 
nurse at the Hospital for Sick Children; Jean, at 
home; and a son, John R. W. Simpson, with the Cana- 
dian Navy. 


News Items 


Alberta 


At the meeting of the Council of the College of 
Physicians and Surgeons of Alberta held in January, 
Dr. T. H. Field, of Edmonton, was elected president 
and Dr. D. N. MacCharles, of Medicine Hat, was 
elected vice-president. Dr. T. H. Field and Dr. George 
R. Johnson, Registrar, were appointed to the Medical 
Council of Canada. 





The_Canadian Medical Association, Alberta Divi- 
sion, together with the Medical Faculty of the Alberta 
University have decided to hold a refresher course, 
at the University in May, 1945, as formerly. When 
these courses were commenced it was thought they 
would be worth while if 20 physicians attended. They 
are so popular that 200 have attended during a single 
course. The question of holding similar courses in 
Calgary, especially in years when both the convention 
and the course are in the north, was discussed, but 
as the convention will be held in Calgary this year, no 
definite decision was reached. 





The suggestion has been advanced that the proper 
way to help discharged medical men is for the 
Registrar’s office to deal with the situation. This 
office has all the data, of places needing medical 
men, the location of hospitals, the area of the com- 
munity to be served and the population to be cared 
for. A full view of the provincial situation could 
be presented to those proposing to settle in Alberta, 
thus enabling physicians to get suitable locations at 
the least cost in money and time. It must be a matter 
of the individual’s choice as to where and when he 
will locate. 





In the accelerated course which finished at the 
University of Alberta, January 6, the following won 
the College of Physicians and Surgeons’ scholarships: 
Edward Garland Kidd, medicine, final year; Lewis 
Iain Younger, surgery, final year. 





The Registrar of the Alberta College of Physicians 
and Surgeons was sued for $5,000 damages. It was 
alleged that he attempted to prevent an osteopath 
from exercising his right to issue prescriptions for 
narcotics and liquor. The prosecution tried to prove 
that an osteopath, having taken the examinations set 
by the University and having passed the same, had 
all the rights and privileges of a registered medical 
practitioner, since he was registered as a member of 
the College of Physicians and Surgeons, although 
designated as an osteopath. 

The action was dismissed with costs but the Judge 
did not rule on the status of an osteopath in Alberta. 

G. E. LEARMONTH 
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British Columbia 


Two British Columbia doctors have been decorated 
for meritorious service. Major J. L. M. Anderson, 
R.C.A.M.C., of Victoria, has received the M.B.E. for 
service in Italy. Capt. W. S. Huckvale, R.C.A.M.C., 


formerly of Kimberley, and at present in Vancouver, 
has been awarded the Military Cross. Capt. Huckvale 
served in Normandy. 


Dr. Saul Bonnell, of Vancouver, was married to Miss 
Edith Hanbury on December 27. 


Amongst those returned from overseas are Major 
F. H. Bonnell, R.C.A.M.C., who has spent five years 
out of Canada in the Service. 


Surgeon-Lieut. W. S. Archibald, R.C.N.V.R., has 
been posted for duty on the Pacific Coast. He has 
been on loan to the R.C.N. and was on duty at a 
Canadian Naval Hospital in Great Britain. 


Dr. D. B. Collison has returned from service over- 
seas in the R.C.A.M.C., and will resume practice in 
Vancouver shortly. 


The people of Bella Bella and surrounding district 
recently honoured Dr. George E. Darby upen the com- 
pletion of thirty years’ service as a missionary doctor 
in that area. J. H. MACDERMOT 


Manitoba 


Dr. Harold Morison, M.C., who practised for many 
years in Dryden, has moved to Winnipeg and is associ- 
ated with Drs. Wheeler and Edmison, radiologists. 


Lieut..Commander Robert Hichen, R.N.V.R., in his 
book, ‘‘We Fought Them in Gunboats’’, paid a high 
tribute to Surgeon-Lieut. Robert S. Swan, R.C.N.V.R., 
who at the time of writing was medical officer at 
the gunboats’ base in England. Surg. Lieut.-Com- 
mander Swan, M.D. Man. ’37, enlisted in the navy 
in 1940 and is now serving on H.M.C.S. Assiniboine. 
Lieut..Commander Hichen was killed in action a few 
months before the publication of his book. 


Dr. Henry Funk has opened an office in the Medical 
Arts Building, Winnipeg, and is limiting his practice 
to traumatic and orthopedic surgery. 


The Welfare Supervision Board has announced its 
support of the proposed Manitoba Medical Centre. 
The proposal is: that, pivoted on the Medical College 
Buildings, there should be grouped several units which 
deal with various aspects of sickness and health. Here 
would be: (1) the Medical Faculty of the University 
of Manitoba; (2) the Winnipeg General Hospital with 
a new teaching wing; (3) the Children’s Hospital of 
Winnipeg; (4) the cancer Relief and Research In- 
stitute; (5) the Central Tuberculosis Clinic; (6) a 
Convalescent Hospital; (7) the Psychiatric Hospital; 
(8) the Laboratories of the Provincial Department of 
Health. Here it is hoped would develop: (1) an ob- 
stetrical and gynecological (diseases of women) unit; 
(2) a neuro-psychiatric unit; (3) a unit of the City 
Department of Health in association with the Chil- 
dren’s Hospital; (4) a convalescent and observation 
unit in association with the Children’s Hospital; (5) 
an infectious disease hospital; (6) a research unit; (7) 
a social welfare unit; (8) a dental unit; (9) the 
Shriners’ Hospital (for crippled children); (10) St. 
Joseph’s Hospital. 

It is not intended that the units will be directed 
by one central, over-riding authority; they will remain 
autonomous, with such co-operation and co-ordination 


of services as meet the needs of efficiency and 
economy. 
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On December 31, 1944, Manitoba Medical Service 
had 1,344 participants enrolled in Plan A, the surgical 
or limited plan, and 6,959 in Plan B, which gives 
practically complete medical coverage. 


On January 6 Hon. Ivan Schultz, Minister of Health 
and Public Welfare, met the executive committee of 
the Manitoba Medical Association and laid before its 
members his health plan for Manitoba. Two or three 
days later it was announced to the public by radio 
and the press. On January 25 he and Dr. F. W. 
Jackson, deputy minister, addressed the Winnipeg 
Medical Society and answered many questions in the 
ensuing discussion. The plan embraces four major 
areas of service, the cost of which will be borne 
largely by the province. It is possible that the federal 
government, if it approves of the plan, will also con- 
tribute. The four areas of service are (1) preventive; 
(2) diagnostic; (3) curative; (4) provision of hospital 
facilities. Mr. Schultz explained that the lack of 
medical and nursing personnel as well as the lack of 
building and hospital equipment made this the only 
program possible at the moment. The slogan of 
Manitoba is a satisfactory health service-to every 
resident of Manitoba. The plan calls for concentration 
of initial services in the underserved rural areas. 

Health units for the prevention of disease will be 
set up under local boards. Each will be directed by 
a full-time medical officer of health whose duties will 
be very wide. Diagnostic services will be improved 
by establishing three diagnostic centres, one each in 
Winnipeg, Brandon and Dauphin. Each will have full- 
time medical radiologist and bacteriologist-pathologist. 
Each rural hospital will have x-ray and laboratory 
equipment, and each hospital will be supervised from 
its key centre. 

The new plan provides for extension of the municipal 
doctor system. Increased grants will be made by the 
Province and municipalities for public ward patients in 
hospitals. The hospitalization plan calls for the erection 
of new hospitals or the remodelling of present hospital 
facilities. Ross MITCHELL 


New Brunswick 


Dr. R. J. Collins, Superintendent of the Saint John 
Tuberculosis Hospital announced this month that ar- 
rangements have been completed to begin a mass x-ray 
survey of ten thousand workers’ chests in the city of 
Saint John. This is to be carried out by the medical 
staff of the Saint John Tuberculosis Hospital as a part 
of the Hospitals Campaign against tuberculosis. It 
is thought that this survey in Saint John is the first 
city wide effort in Canada. 


Dr. A. 8. Chesley, of Saint John, has recovered from 
his recent illness which confined him to his home for 
some months and is again in practice. 


The officers of the Medical Board of Saint Joseph’s 
Hospital, Saint John, for 1945 are: President—Dr. E. 
W. Lunney; Vice-president—Dr. C. M. Kelly; Secre- 
tary—Dr. E. A. Petrie. 


Dr. Arthur VanWart, of Fredericton, has returned 
to his practice after spending several days in Toronto 
on C.M.A. and other medical affairs. 


The scarcity of doctors, particularly in some rural 
areas is increasingly apparent. The Minister of Health 
of New Brunswick, Hon. Dr. F. A. MeGrand and others 
are giving this matter very close and searching study. 


Dr. A. L. Donovan, of Saint John, has just returned 
from a refresher course in cardiology at Boston. 


Col. T. A. Lebbetter, executive secretary of the 
C.M.P.A.B. was in Saint John recently and met the 
local committee on medical rehabilitation. Resources 
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PENICILLIN 
now available 


As the first large scale producer of Penicillin in Canada, Ayerst, 
McKenna & Harrison: Limited has devoted the complete technical 
and laboratory facilities of its organization to the manufacture of 
this vital drug. Until the present time all available supplies have 
been needed for the Armed Forces but we are pleased to announce 
that we have been able to fully meet Government requirements and 

are now in a position to supply Penicillin for civilian use through 
regular channels. 
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and clinical material available in New Brunswick were 
studied and plans made to make available to return- 
ing doctors from overseas service the opportunities 
presented in our non-teaching hospitals. 


Dr. Carleton Peirce, radiologist at the Royal Victoria 
Hospital visited New Brunswick recently in his capacity 
as consultant radiologist of the Navy. His medical 
friends enjoyed his visit and suggestions as well as the 
news he brought of other friends in other parts of 
Canada. A. 8. KIRKLAND 


Nova Scotia 


Dr. J. R. Cameron, of Middle Musquodoboit, recently 
had a narrow escape from death. While leaving his 
home during a storm, in response to a night call, a 
tree was blown down by the wind, completely smash- 
ing the front of his automobile. Fortunately he escaped 
without serious injury but the car, which had been 
recently purchased, was a total loss. 


During the week of January 26 the Field Officers 
of the Department of Health met at Halifax for the 
purpose of reviewing the work of the past year and 
making plans for the new year. Sitting in at this 
conference were the other physicians on the staff of 
the Department. The conference lasted for two days. 


Captain C. O. Homans, who practised at Hubbards 
before his enlistment in 1939 in the R.C.A.M.C., has 
returned from overseas and is receiving a royal wel- 
come in the neighbourhood of his peace time practice. 


There has been some discussion recently favouring 
the establishment of a small hospital on the Eastern 
Shore in the vicinity of Musquodoboit Harbour. 


Dr. H. W. Schwartz was recently transferred to the 
Neurological Institute, Montreal, for further treatment. 


Dr. C. J. Sparrow, of Reserve, and Dr. M. J. Fill- 
more, of Advocate Harbour, are recovering satisfac- 
torily from prolonged illnesses, and it is hoped will 
soon be able to resume their former activities. 


Dr. Noel Stewart Knapp, until lately practising in 
Newfoundland, is planning to establish himself some- 
where in Nova Scotia. Present indications are that 
he will settle at Great Village or Bass River. This 
community, formerly served by two doctors, has been 
without a resident physician for upwards of three 
years. During this period many emergency calls were 
responded to by the Medical Officers from Debert 
Military Camp, a service which the public greatly 
appreciated. 


Dr. R. H. Sutherland, of Pictou, recently sustained 

a fractured ankle but reports indicate that already he 
is getting about and engaging in practice. 

H. L. SCAMMELL 


Ontario 


January was eventful in that two joint meetings 
of the Council of the College of Physicians and 
Surgeons and the Board of Directors of the Ontario 
Medical Association were held in Toronto. At the first 
meeting a proposal was made that the College should 
seek legislation which would allow it to collect an 
annual fee of approximately twenty dollars from every 
practitioner in Ontario. Two dollars was to be re- 
tained by the College, for its own purposes and the 
balance paid to the Association. Should the Medical 
Act be so amended every doctor in the Province would, 
on payment of the increased fee, be licensed for the 
year and also be a paid-up member of the Ontario 
and Canadian Medical Associations. The arguments 
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of the Board of Directors did not convince the mem- 
bers of Council and the scheme has for the moment, 
been abandoned. 

The second meeting was called to hear objections 
from the Directors of the O.M.A. to amendments to 
the Medical Act which were being sought by the 
College. Among these were a proposal to widen the 
disciplinary power of the College and another to allow 
the College to appoint a taxing officer who might deal 
with disputes as to professional fees. After discussion 
the latter was withdrawn by the College and the 
clause relating to discipline modified. One of the pro- 
posed amendments would change the present regula- 
tion as to the annual license fee so that ‘‘not more 
than two dollars’’ should read ‘‘not more than five 
dollars’’. 


Plans for extension of hospital facilities in Toronto 
have reached the stage of purchasing sites for new 
buildings. Mount Sinai Hospital already owns a tract 
of land south of the Toronto General Hospital. The 
Hospital for Sick Children desire this property and 
have offered to procure another location for Mt. Sinai. 
Negotiations are now in progress to this end and the 
land and building now occupied by the College of 
Physicians and Surgeons lie within the area desired. 
An offer to purchase was received by the College but 
it was for half the assessed value of the land and 
could not be entertained. 

Committees have been named to study the possi- 
bility of erecting a building that would house. the 
Academy of Medicine and its library with the College 
and the offices of the Ontario Medical Associatien. 
The building now occupied by the C.M.A. and O.M.A. 
offices is required by the University for the projected 
Chemistry Building. 


Dr. Chester M. Jones, Clinical Professor of Medi- 
cine, Harvard Medical School, Boston, addressed the 
Academy of Medicine, Toronto, on February 6 on 
‘*Unusual variations in thoracic and abdominal pain 
as manifestations of digestive tract disturbances’’. 

M. H. V. CAMERON 


Prince Edward Island 


Lieut.-Col. J. A. MePhee has in recent months 
resumed active practice in Summerside. Dr. McPhee, 
a veteran of the last war, served in the intervening 
years as an officer in the 26th Field Ambulance and 
in later years was its commanding officer; two years 
ago he volunteered for service and served with the 
Medical Corps in eastern Canada; he was retired from 
the Army under the age regulation and recently re- 
ceived the Canadian Efficiency Decoration. 

One of his sons was killed in action in Italy, and 
two other sons have seen action in the Mediterranean 
theatre of war. One daughter, a Nursing Sister, is 
serving with the Canadian Forces in England. 

At the annual meeting of the Summerside Branch 
of the Canadian Legion Dr. McPhee was elected 
President. 


Dr. William Tidmarsh, B.Se., a recent graduate 
from McGill University, and son of Dr. F. W. Tid- 
marsh, Charlottetown, is now serving with the R.C.N. 


Lieut. Frederick Seaman, son of Dr. R. F. Seaman, 
Charlottetown, has been listed as missing since the 
invasion of the Normandy Coast. 


Among the doctors attending the Dalhousie Re- 
fresher Course were Dr. Roy Grant, Summerside; Dr. 
J. R. Murchison, Hunter River; and Drs. P. A. Creel- 
man and A. J. Murchison, Charlottetown. 


Dr. J. R. Ledwell, Charlottetown, has recently 
moved with his family to Ceylon, Sask., where he is 
now practising his profession. 
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Mor than any other man Osler exemplified all 
that was best in the tradition and practice of 
medicine. One of nine children, he was born in 
1849 at Bond Head, Ontario, and obtained his 
professional education at Toronto and McGill Uni- 
versities. In those early days students assisted a 
practising physician while at college. Osler’s pre- 
ceptor was Dr. James Bovell, a country practitioner 
of broad culture. 


' After studying abroad, Osler was given the Chair 
in Medicine at McGill University. Later, he was 
appointed professor of clinical medicine in the 
University of Pennsylvania; Gulstonian lecturer at 
the Royal College of Physicians, London; professor 
of medicine at Johns Hopkins University; and regius 
professor of medicine at Oxford. _ 


His contribution to the profession of medicine 
was outstanding. To him is attributed the adoption 
of bedside teaching and the system of internship 
which afforded students an opportunity to obtain 
practical experience before engaging in practice. 


1856-1945 
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Osler’s text-book “The Principles and Practice of 
Medicine” was so clear, concise and comprehensive 
that it was adopted as the standard text-book of 
medicine by all English-speaking universities. It has 
been revised and expanded on a number of occa- 
sions. While at McGill, he published the “Pathology 
Reports” which were the first of the kind in America. 


Osler was unselfish even to effacement. The 
generosity of his hospitality was open-hearted and 
his entertainment of guests delightful. He had a 
richly endowed mind. His name will live not only 
because of his great contribution to medicine but 
also because of his “little nameless unremembered 
acts of kindness and love.” He was known and be- 
loved in America, Great Britain and the Dominions. 


In serving the profession of which such men as Sir 
William Osler are a part, William R. Warner & Com- 
pany feels its responsibility keenly, and is inspired to 
achieve and maintain the highest standards respect- 
ing purity and dependability of product and the 
integrity of its relations with the medical profession. 
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Dr. Robert Hogg, son of W. G. Hogg, Charlottetown, 
is now engaged in active practice in Drumheller, Alta. 


It is encouraging to note that the hospital facilities 
and accommodations on Prince Edward Island are now 
steadily being improved. The Prince Edward Island 
Hospital, Charlottetown, erected some twelve years 
ago, now finds its capacity severely taxed and is con- 
templating the addition of-a new wing. The Charlotte- 
town Hospital has recently purchased a very desirable 
property in close proximity to the hospital. This is 
to serve as a nurses’ residence and will allow for 
some additional bed space in the hospital, but not 
sufficient to obviate the necessity for further con- 
struction. 

The construction of the hospital at Souris is tem- 
porarily halted due to difficulty in securing the neces- 
sary materials. 

It is rumoured that Montague is to have a new 
hospital in the near future to replace the one opened 
there about fifteen years ago, which has given such 
splendid and efficient service under the capable leader- 
ship of Dr. Preston MacIntyre. 


The city of Summerside—the capital of Prince 
County, has long felt the need for a new hospital, 
especially in these recent years; plans are now under 
way for the erection of a 150 bed hospital—it is 
planned to have in conjunction, a modern health centre 
with Provincial Laboratory facilities. 


In the later part of 1944 a hospital was opened 
in Alberton; this fills a long felt need of this thriv- 
ing western section of the Island. 


The construction of the approximate 100 bed addi- 
tion to the Provincial Sanatorium at Charlottetown is 
well underway and is expected to be ready for occu- 
pancy by July. 


In the new building, space has been allotted to the 
Department of Public Health and the Department of 
Agriculture for office and laboratory requirements. 


Dr. B. C. Keeping, Deputy Minister for Health, 
has been actively engaged in connection with the 
Federal Department of Health program for the promo- 
tion of Nutrition and V.D. Control. He has been 
assisted in the latter by Mr. Rhodes, Educational Con- 
sultant for the Federal Government, and in the former 
by Miss Pauline Goode, Maritime Representative, 
Federal Department of Health. 


Dr. P. A. Creelman, Superintendent of the Pro- 
vincial Sanatorium is now recovered following a brief 
illness. 


Dr. J. A. MeMillan, President of the Maritime Hos- 
pital Association, reports that we have 7,000 sub- 
scribers to this plan for hospital care on Prince 
Edward Island. 


The Tuberculosis League of Prince Edward Island 
is sponsoring at the present time a drive to secure 
funds for the purchase of a mobile x-ray unit (al- 
ready contracted for), and expected to be in operation 
within the year. The goal idea is the x-raying of all 
individuals and the eradication of tuberculosis from 
this Island Province. The death rate in 1934 per 
100,000 was 100.45; in 1943, 40.2; and in 1944, 47.4. 

For the past nine years we have been considered a 
tuberculosis free area with regard to our bovine popu- 
lation. May we now hope to accomplish the same for 
our men, women and children. 


The Provincial Government has under consideration 
the construction of a new unit at the Previncial 
Mental Hospital to provide new administration 
quarters and facilities for the accommodation and 
treatment of our mentally ill. 
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Major R. D. MeNeill, who was with the C.A.A.F. 
for the past three years is now practising at Cape 
Traverse. Dr. McNeill was formerly engaged in prac- 
tice at Kensington. The district of Cape Traverse has 
felt deeply the need of a physician since the death 
of Dr. Everett Bell in November, 1943. 

A. J. MURCHISON 


Quebec 


L’assemblée annuelle des Directeurs de 1’Union Médi- 
cale du Canada a élu le 31 janvier dernier le Dr L. C. 
Simard président du bureau d’administration. Le Dr 
Roma Amyot devient rédacteur-en-chef du journal. Le 
Dr Albert Lesage, qui avait dirigé les destinées de 1’U.M. 
pendant 45 ans devient rédacteur-en-chef honoraire. 


Le Dr Paul Letondal a été élu président de la Société 
Médicale de Montréal pour 1’exercice 1945. Les autres 
membres de l’exécutif sont le Dr Armand Frappier, 
vice-président; le Dr Origéne Dufresne, secrétaire- 
général; le Dr Jean Denis, secrétaire des séances; et 
le Dr. Edouard Desjardins, trésorier. Fondée en 1900, 
cette société comprend plus de 500 membres. 


Le Dr Pierre Smith a été élu président de la Société 
de Chirurgie de Montréal pour l’exercice 1945. 
JEAN SAUCIER 


Saskatchewan 


Senior Life Membership with the College of Physi- 
cians and Surgeons of Saskatchewan has been con- 
ferred on Dr. J. L. Campbell, of Kerrobert, Dr. J. J. 
Hamelin, of North Battleford, Dr. F. W. Hart, of 
Indian Head, Dr. A. W. Hotham, of Semans, Dr. D. 8. 
Johnstone, of Regina, Dr. J. W. MacNeill, of North 
Battleford, Dr. J. McLeod, of Regina, Dr. D. P. Miller, 
of Prince Albert, Dr. C. H. Stapleford, of Weyburn 
and Dr. J. A. Valens, of Saskatoon, all of whom have 
completed forty years of active practice in the 
province. 


The Council. passed a resolution stating that they 
did not concur in the suggested change of R.C.A.M.C. 
to R.C.A.H.C. but were of the opinion that the 
R.C.A.M.C. should be retained for the medical pro- 
fession. 


The report of the Specialists’ 
adopted and read as follows: 

‘* After full discussion of the question of certification 
of specialists we have arrived at the following con- 
clusions: 

1. ‘‘There should be no provincial committee for the 
certification of specialists. This is similar to the 
licensing of medical practitioners and should be done 
only by the Council of the College of Physicians and 
Surgeons, itself. 

2. ‘*The Council should grant specialist certification 
only to those members of the College of Physicians 
and Surgeons who have secured a certificate, in the 
classification applied for, from the Royal College of 
Physicians and Surgeons of Canada.’’ 


Committee was 


Dr. John A. Valens, of Saskatoon, has been ap- 
pointed Acting Registrar to the College. Dr. Valens 
has been a member of the Council and a willing 
worker in forwarding the interests of the profession 
for many years. 


Dr. J. G. K. Lindsay, Registrar of the College on 
leave of absence, has recently received promotion to 
the rank of Colonel and been made the officer com- 
manding a military hespital in England. 


Dr. U. J. Gareau, of Regina, is the new President 
of the Council, with Dr. A. C. Scott, of Indian Head, 
1st Vice-president and Dr. C. J. Houston, of Yorkton, 
2nd Vice-president. 
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Dr. Hervey L. Jackes, for the past 25 years one 
of Regina’s leading surgeons, left the Province on 
February 1 for Vancouver where he will be in charge 
of surgery at the Shaughnessy Military Hospital. 
Being active in many community enterprises as well 
as professional interests he was honoured at many 
social functions before his departure. 


Saskatchewan welcomes to the profession two new 
registrants, Dr. John O. Creighton, of Estevan, M.D., 
London ’36, and Dr. Orville K. Hjertaas, of Wauchope, 
M.D., Manitoba ’42. 


Four Medical Officers have been seconded to civilian 
points in the province to relieve the shortage of medi- 
eal services, Dr. S. J. McEvoy at Gladmar, Dr. E. I. 
Shapiro at Mankota, Dr. R. J. P. Belcourt at Kincaid 
and Dr. H. Hirt at Eatonia. 


Dr. C. R. W. Hames has recently been appointed 
Deputy Minister of Public Health in the Provincial 
Government. 


Pathologist at the General Hospital since April 1, 
1938, Dr. Donald Moore, B.Sc., M.D., has resigned to 
accept a position with the University of Saskatchewan, 
his resignation becoming effective December 31, 1944. 

Dr. Moore has also been in charge of the patho- 
logical laboratory at the Grey Nuns’ Hospital, alter- 
nating his time between the two hospitals. 

His work at the Grey Nuns’ included surgical path- 
ology of cases brought to the hospital from the 
southern part of the province. 

The position accepted at the university is that of 
associate professor of pathology. Dr. Moore will also 
be the pathologist at St. Paul’s Hospital. 

Dr. Moore came to Regina from the Vancouver 
General Hospital, where he had been assistant path- 
ologist for about a year. He succeeded Dr. J. C. Pater- 
son at the General. 

For two years prior to going to Vancouver, Dr. 
Moore took postgraduate work at the University of 
Toronto and at the Banting Institute. He graduated 
from that university in 1934 with honours. He also 
wrote examinations set by the National Board of 
Examiners for Pathology in the United States and 
stood first in America. H. D. Hart 


General 


The inventive minds of two Windsor men have 
produced a device for simplifying blood transfusions 
which has never before been used but may soon come 
into general hospital usage. The inventors, Frank 
Brobst, managing director of Gelatin Products, Limited 
and E. R. Knight, have presented the device, which 
they call a blood agitator, to the Hotel Dieu blood 
bank in Windsor. 

The agitator, which is run by an electric motor, 
tilts the bottle into which blood is being received from 
a donor from side to side, thereby preventing it from 
coagulating. Previously this shaking or agitating of 
the bottle had to be done by a nurse or doctor, whose 
hand became very tired in the period of several min- 
utes required to take the donation. By providing a 
steady number of 40 oscillations a minute, the agi- 
tator does a better job than could be done by a 
person, since the blood is shaken uniformly. 

Besides, the device saves the time of the person 
formerly required to shake the bottle. The grips 
which hold the bottle can be adjusted to hold any 
type of container which might be used. 

Mr. Knight, who put together the motor brass case 
reduction gears, arm, throw and grips which make up 
the blood agitator, stated that he had to wait four 
months to obtain the necessary parts, but once these 
were secured, he put the device together in two nights. 
The idea for the blood agitator was hit upon by Mr. 
Brobst, who previously had donated another type of 
agitator to Hotel Dieu for shaking slides used in test- 
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ing tuberculosis cases. Through the two devices, these 
amateur inventors have saved many sore arms and 
tedious hours in the institution. Mr. Brobst stated 
that he had no intentions of patenting his blood agi- 
tator but was glad to pass the idea for his invention 
along to any hospital which wishes to make use of it. 


Importance of Preventive Medicine.— War always 
spotlights the dramatic réle played by surgery and 
medicine. Less frequently does some unusual situa- 
tion shift the spotlight to the highly important rdéle 
played by preventive medicine as, for instance, when 
U.S. troops landed in the Philippines. There they 
found that the civilian population had suffered woe- 
fully for lack of a preventive medicine program under 
Japanese domination. Sanitation had deteriorated. 
Food was inadequate. Great numbers of the people 
were suffering from tropical ulcers, yaws, intestinal 
diseases and vitamin deficiency diseases. They were 
endangered by cholera, smallpox and typhoid fever. 
Now, with the return of American troops, preventive 
medicine is again being practised in the islands. Car- 
rying out plans prepared by the Civil Public Health 
Division of the Preventive Medicine Service, Office of 
the Surgeon General, sanitation is being restored. The 
people are being immunized against diseases. Health 
offices have been re-established in the majority of 
communities wrested from the Japs and dental clinics, 
dispensaries and hospitals have been established. 


Dr. Paul Dumas, President, Société Canadienne 
d’Endocrinologie, announces that Dr. Charles H. Best, 
of Toronto, will give an address on ‘‘Hormonal and 
dietary factors in pancreatic tissues’’, at a meeting 
of the Society to be held in Montreal on March 14. 


Book Awards in Nursing Education.—With awards 
totalling $1,500, the McGraw-Hill Book Company is 
announcing a contest for the most outstanding three 
manuscripts submitted on nursing subjects before 
March 15, 1946. First choice will receive $1,000, 
second choice $400, third choice $100. 

It is emphasized that the contest is open to any 
nurse in any country and persons in other professional 
fields are encouraged to participate, but manuscripts 
must be written in English and on nursing subjects. 

Manuscripts submitted for an award should be pub- 
lishable in book form as texts or reference works and 
should contain not less than 50,000 words. 

Complete details may be obtained by writing to 
the Health Education Department of the McGraw-Hill 
Book Company, Inc., 330 West 42nd Street, New York 
18, N.Y. 


Book Rebiews 


Intravenous Anesthesia. R.C. Adams. 663 pp., illust. 
$12.00. P. B. Hoeber, New York, 1944. 


This book deals with the subject of intravenous 
anesthesia to the fullest degree. The author has not 
left one with the feeling that something is lacking, 
or that there should be more discussion of the subject. 
He has very carefully gone into the history, chem- 
istry, pharmacology, indications, contraindications, and 
the present day status of each and every drug that has 
been used intravenously for analgesia and general 
anesthesia in the past. 

Each drug has been given a full chapter and is 
dealt with in this space, with a complete reference at 
the end of each chapter. The chapter on Pentothal 
Sodium alone comprises over 80 pages and gives in 
detail the uses of this drug with particular reference 
to each surgical procedure in which it has been used. 
After reading this chapter, one is impressed with the 
fact that pentothal sodium may be used in every type 
of surgery. Although very satisfactory results have 





Can. M.A. J 


Mar. 194 


5, vol. 52 


\ 


ADVERTISEMENTS 


*JELONET”’ (TULLE GRAS) 
PETROLEUM-JELLY GAUZE 
DRESSING is indicated for skin- 
grafts, compound fractures, burns, 
etc., as a non-adherent dressing to 
promote granulation. 

The open mesh encourages free 
escape of discharge, and ensures 
ventilation for skin-grafts and young 


epithelium, with minimum trauma to 
granulations. 

Uniform saturation with petroleum 
jelly prevents serious rise of tempera- 
It also 
prevents secondary dermatitis of the 
surrounding skin arising from dis- 


ture due to toxic absorption. 


charge, and permits ready extrusion 
from deep wounds. 


‘Feloner’ is an open-mesh gauze, evenly saturated with petroleum jelly and Balsam of Peru. 
It ts packed in sealed ccntainers of 36 dressings, sterilised ready for imme diate use. 


SMITH & NEPHEW LTD. 
378 St. Paul Street West, MONTREAL 


Made in England by the makers of ‘ Elastoplast’ and ‘ Cellona, 
T. J. Smith & Nephew Ltd., Hull 





324 


been obtained with this drug, the author warns those 
who are using it that it has not yet become the per- 
fect anesthetic agent. It has its limitations and 
contraindications, and special care in administration 
and technique have been definitely advised. Dr. Adams 
is fully qualified to discuss these points, as he and his 
associates have done and kept records of over 40,000 
cases in which pentothal sodium has been used alone 
or combined. : 

This is a good book to have for reference, and one 
most certainly to be read by those who are using or 
anticipate using intravenous anesthesia. 


Gynecological and Obstetrical Urology. H. S. Everett, 
Associate Professor of Gynecology, Johns Hopkins 
University. 517 pp., illust. $7.50. Williams & 
Wilkins, Baltimore; University of Toronto Press, 
1944. 


Most urologists restrict their activities to the 
genital and urinary tracts in the male, but in females 
to the urinary tract, leaving the genital tract to the 
gynecologist. To this practice most gynecologists 
conform. 

However, from its earliest days the gynecological 
department of the Johns Hopkins Hospital has dealt 
with the urological problems of its patients, and under 
the leadership of the gifted Howard A. Kelly, did 
pioneer work in the urological field, particularly in 
the development of his method of direct cystoscopy. 
With Burnam, Dr. Kelly published some 30 years ago 
an exhaustive work in 2 volumes on the ‘‘ Diseases of 
the Kidneys, Ureter and Bladder’’, profusely illus- 
trated by the late Max Brédel, himself a pioneer in 
the field.of medical illustration. 

Dr. Everett’s book is written along the same lines 
as the more ambitious work of Kelly and Burnam, 
though it is meant to be a textbook for students and 
practitioners. He has used the opportunity to include 


the important developments in urology which have 
occurred since 1922 when the last edition of Kelly and 


Burnam appeared. 

It is perhaps not always appreciated by urologists 
how intimate is the relationship between the urinary 
and genital tracts of the female sex, and of the 
many ways in which gynecological disease affects the 
urinary tract. There is often a confusion of symptoms 
and not infrequently an accurate diagnosis is not 
made. This volume stresses the importance of a more 
general recognition and appreciation of this rela- 
tionship. While the author covers fields which are 
dealt with in urological textbooks, in which the diag- 
nostic approach is identical in the two sexes, it does 
present an unusual and special approach to many 
urological problems in female patients. 

It is noted that the chapter on cystoscopic tech- 
nique makes no mention of any other cystoscope than 
the Kelly direet cystoscope. 

The book is well printed, provided with clear and 
excellent illustrations, and a well chosen bibliography 
is given at the conclusion of each chapter. It merits 
the serious consideration not only of students, and 


general practitioners but also of gynecologists and 
urologists. 


Cataract and Anomalies of the Lens. J. G. Bellows. 


624 pp., illust. $14.00. Mosby, St. Louis; McAinsh, 
Toronto, 1944. 


Since the appearance of Dr. C. A. Clapp’s volume 
on cataracts in 1934 which was practically a basic 
textbook on this topic, much has been added to our 
knowledge. This has been particularly true in regard 
to the various biochemical aspects of cataractous lens 
changes. The author of this present volume has been 
a heavy contributor to the scientific literature in this 
field. His volume is very timely in summing up the 
additions to our knowledge over the past 10 years. 
Few authors could undertake such a project with a 
better background. 
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Dr. Bellow’s book deals with cataracts from all 
aspects in a most complete way. There are compre- 
hensive chapters on the embryological, microscopical 
and macroscopical, chemical, etiological and thera- 
peutic aspects of the subject. To each chapter is ap- 
pended a very complete bibliography. The book is 
excellently illustrated. Four plates are in colour. 
With the exception of a few irritating literary habits 
of a minor nature the book is most readable. This 
book is a valuable contribution to our knowledge of 
the subject. 


Diseases of the Digestive System. Edited by 8S. A. 
Portis. 2nd ed., 932 pp., illust. $12.65. Lea and 
Febiger, Philadelphia; Macmillan, Toronto, 1944. 


Very few attempts have been made to adequately 
cover the field of gastro-enterology in a single volume. 
The gap between the small primer, which touches the 
high spots only, and the multi-volumed set, which 
forms a reference library on the subject, is a real one 
and is adequately filled by this book.' Improvement 
has been achieved over the first edition, published in 
1941, not only in bringing the subject matter up-to- 
date, but also in the arrangement. The editor particu- 
larly deserves praise for the skilful way in which the 
contributions of 49 distinguished individuals have 
been welded into a thoroughly balanced presentation. 


Minor Surgery. R. J. M. Love. 2nd ed., 392 pp., 
illust. 15s. Lewis, London, 1944. 


The reviewer has been waiting all his life for a 


‘satisfactory definition of the term Minor Surgery but 


has not yet found one. Nor has he been more success- 
ful in coming to a conclusion as to what subject matter 
should be included in a book under that title. What 
goes into such a book is purely a matter of opinion. 
If a wide list of subjects is treated, each must neces- 
sarily be treated briefly else the volume becomes the 
size of a textbook. Mr. MeNeill Love’s book is in- 
tended for the use of hospital interns and surgical 
residents, and is a handy reference book for quick 
consultations. The subjects are carefully chosen and 
treated each with brevity allowing as much as possible 
to be contained in a volume of this size. It is an ex- 
cellent book for the purpose intended. 


Fundamentals of Internal Medicine. W. M. Yater, 

Georgetown University School of Medicine. 2nd 
. ed., 1204 pp., illust. $10.00. Appleton-Century, New 

York; University of Toronto Press, Toronto, 1944. 

The first edition of this book has already established 
itself as a useful textbook of medicine. As the title 
suggests, the author deals with fundamentals rather 
than attempting to write a detailed treatise. The 
essential features of disease of the various systems 
are well presented. The tabular method of outlining 
symptoms with the use of summaries has much to com- 
mend it. This, and the absence of detailed descrip- 
tions, makes the book valuable as an introduction to 
medicine for junior medical students. The practi- 
tioner will find it useful when he wishes to refresh 
his memory as to the essential characteristics of a 
particular disease. 

The book is comprehensive in scope and includes 
chapters on diseases of the skin, the eye, the ear, 
with a brief discussion of the psychoses and psycho- 
neuroses. An unusual feature is the inclusion of a 
final chapter entitled ‘‘The Physician Himself’’ in 
which the author offers sage advice to the medical 
student and the recent graduate. . 

The second edition has been brought up to date, 
particularly with regard to recent advances in chemo- 
therapy. There are many excellent illustrations. The 
reviewer feels that this book can be recommended as 
an introductory textbook of medicine. 


Heart Disease. P. D. White. 3rd ed., 1025 pp., illust. 
$9.00. Macmillan, Toronto, 1944. 


The career of this book has already justified the 
prediction made when the first edition (1931) was re- 
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viewed; it has indeed become the ‘‘Standard textbook 
on heart disease, at least for our generation’’. <A 
comparison of the three editions reveals the results 
of prodigious work in revising the text so as to main- 
tain the book’s modernity. ‘I'he new opening chapter 
on the Range of Normal contains a wealth of clinical 
wisdom and not a single statistical tabulation. Al- 
though the size of the bibliography is smaller than 
that of the first edition, it is larger and more adequate 
than that of the second edition. The index was tested 
and found very effective. This assures the student of 
easy and graceful search for information when con- 
sulting ‘‘Paul White’’—as this hook has come to be 
known. In this year 1944 Dr. White appropriately 
dedicates his book to ‘‘The Friendship and Collabora- 
tion of the Medical Profession of al] the World’’. 


Global Epidemiology. A Geography of Disease and 
Sanitation. J. S. Simmons and others. Vol.. 1. 
Part 1. India and the Far East. Part 2. The Pacific 
Area. 504 pp., illust. Lippincott, Montreal, 1944. 


The war has made an accurate working knowledge 
of the geographical distribution of disease essential 
to the medical services of all our armed forces and 
highly desirable to all physicians. Air traffic will 
continue to keep geography part of many patients’ 
medical history. That is the reason why General 
Simmons, and his colleagues in the Army of the United 
States, have prepared this book. 

Global epidemiology is the first of a series of 
volumes and it deals with India, the Far East and 
the Pacific Islands. Others will follow dealing with 
Africa, Europe, the Near East and the Western Hemis- 
phere. 

In the present volume are included 34 countries 
(India and China being regarded as countries in spite 
of their continental proportions). Diseases are dis- 
cussed under the chief means of spread—intestinal, 
respiratory, contact, arthropods. The information con- 
tained in it is obviously incomplete but it is incom- 
parably more complete and more accurate than any- 
thing else at our present disposal. It is incomplete 
partly for security reasons, partly from lack of 
knowledge but never from lack of effort. There is an 
appendix of a number of carefully drawn maps of the 


world showing the distribution of some of the more- 


important communicable diseases, mostly those of warm 
climates. These suffer from two defects. They are 
drawn on the conventional Mercator’s projection which 
is quite unsuitable for showing the distribution of 
anything because of its great distortion of the land 
masses; an equal area projection would have been 
much more suitable. Moreover, the maps are drawn 
with the Americas in the centre thereby causing the 
edges to cut Farther India in two and place half of 
Asia on each side of the map. As most of the dis- 
eases occur in this area—some of them only in this 
area—it makes the rapid appreciation of distribution 
of these diseases quite difficult. Surely one edge of 
the map could much more conveniently be passed 
through the Atlantic or the Pacific? Apart from this, 
which we hope will be revised in future editions 
when nothing need be suppressed for security reasons, 
the volume is an excellent one. It gives an accurate, 
comprehensive picture of disease and sanitation in the 
most densely populated—and in America at least— 
least understood part of the world. It depicts the 
conditions which war and aviation have forced upon 
us all, and provides the basic information necessary 
for all medical men proceeding to foreign countries. 

The compilation of this information is an immense 
task—so large indeed that it is doubtful if it could 
be carried out by a private agency. The Preventive 
Medicine Service of the Office of the Surgeon General 
of the United States Army has performed this task 
with great success. 


The Sick African, A Clinical Study. M. Gelfand, Gov- 
ernment Medicai Service, Southern Rhodesia. 373 
pp., illust. 25s. Stewart Printing, Cape Town, 
1944, 


This book is essential reading for anyone who in- 
tends to practice in the tropics amongst native races. 
It is a first class clinical textbook which approaches 
the problem of tropical diseases from the viewpoint 
of the sick individual. The author has put the 
parasitology of the tropics, interesting as it is, in its 
proper relationship. 

While the author has based his statements on the 
Rhodesian native, much of what he says is applicable 
to the other natives in Africa. The reviewer does 
not agree that all natives dislike surgery, as in West 
Africa the native often demands surgery. Likewise 
in West Africa aneurysm was common in natives and 
rare in Europeans while the opposite state of affairs 
seems to apply in Rhodesia. Rabies and Hodgkins’ 
disease are common in central Africa. Apart from 
these minor details which merely show that Africa 
has local variations in the prevalence of disease, like 
every other continent, the book deals quite thoroughly 
with every disease that is likely to be encountered in 
the native from Capetown to Cairo. Instead of the 
usual hodgepodge of multiple treatments dating back 
to 1800 which are seen in most tropical texts this 
volume briefly details the most satisfactory form of 
treatment that natives can be persuaded to take. The 
123 illustrations are all from photographs of actual 
cases and show details which are difficult to describe. 

In all, the perusal of this little volume will give 
the intending practitioner in the tropics an insight 
into type of practice he will have and the mental 
reactions of his patients. 


Segmental Neuralgia in Painful Syndromes. B. Judo- 
vich and W. Bates. 313 pp., illust. $6.25. F. A. 
Davis, Philadelphia; Ryerson Press, Toronto, 1944. 


The material of this monograph as a whole is pre- 
sented in a rather uncritical manner, and lacks com- 
pleteness and orderly arrangement. A valuable section 
on poor posture as an etiological factor in segmental 
pain is included. -In dealing with segmental ab- 
dominal pain, and in particular that referable to the 
right lower quadrant, the authors present a very help- 
ful and significant aspect of the syndrome of ‘‘ chronic 
appendicitis’’ and late postoperative pain. 

The latter part of the book is devoted to the 
technique of paravertebral nerve injection. This part 
is well done, but would be better in more detail with 
alternative techniques mentioned. The section dealing 
with the technique of trigeminal injection is incom- 
plete. The authors include a section on the danger- 
ous practice of intra-thecal injections for control of 
pain. Their own case records should be sufficient evi- 
dence to discourage the thoughtful physician from 
attempting this procedure. 

Of major interest is the presentation of a new 
agent for blocking pain fibres in segmental pain. The 
authors and their associates have isolated the am- 
monium salts as the effective agents in the extract of 
the pitcher plant. Both ammonium chloride and am- 
monium sulphate apparently have selective action on 
pain fibres, leaving all other modalities of sensation 
intact. These agents should be valuable adjuncts for 
the treatment of pain by nerve block, and in particu- 
lar for the injection therapy of trigeminal neuralgia. 
The disadvantages of the sclerosing and scarring ac- 
tion of alcohol can thus be ovércome. 
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